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THE recent experimental production of ovarian 
tumours in our laboratories by W. M. Brown 
(1951) and her demonstration of the importance 
of the ovarian mesenchyme in the origin of 
tumours so diverse in appearance as the 
granulosa cell and the theca cell tumour has led 
us to review those tumours on our files which 
might have taken origin from this issue. This 
confirmation of the views of Fischel (1930), 
whilst of value in the understanding of some 
ovarian tumours, has also wider physiological 
connotations which will require examination in 
future papers. Our material consisted of 69 
fibromas, 25 thecomas, 18 granulosa cell 
tumours and 15 Brenner tumours. 


FIBROMA 


This was the most common tumour in our 
series, constituting rather more than 50 per cent 
of the total. It was found that they could be 
divided into two groups: (a) where the ovarian 
fibroma was an incidental finding in association 
with other lesions which were responsible for the 
patient’s symptoms, and (6) where the fibroma 
was the important and often the only patho- 
logical lesion. 

In the first group the fibroma was not con- 
sidered to be responsible for the patient’s 
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symptoms, and in the majority it was not of 
large size. In 20 of the 69 cases this was the 
finding and the associated pathology included 
uterine fibroids, salpingitis, carcinoma of the 
cervix, adenomyoma, carcinoma of the rectum, 
miliary tuberculosis and a renal neoplasm. 


TABLE I 
Fibroma—69 Cases 
Fibroma incidental pathology .. 20 
Fibroma main pathology 49 
Post-menopausal . . , 58 per cent. 
Youngest patient . . 22 years 
Oldest patient 82 years 


In the group of 49 cases where the fibroma 
was the main lesion the symptoms were not 
pathognomonic and, in the absence of dramatic 
complications such as torsion, were indefinite. 

The tumours were in every case unilateral and 
showed little difference from fibromas elsewhere 
in their macroscopic appearance. An oedematous 
appearance was rather more common, but other- 
wise they showed the familiar interlacing pattern 
on the cut surface. Histologically the diagnosis 
was not always so simple as the naked eye 
appearance suggested. Whilst it is relatively easy 
to differentiate between the typical thecoma, and 
many fibro-thecomas and many fibromas, 
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occasional tumours present much difficulty. 
Certainly the presence of hyperplastic endo- 
metrium in the presence of what appears to be a 
fibroma has caused us to examine more blocks 
of the tumour, and in every such instance which 
had previously been labelled fibroma it was 
possible to identify the tumour as a fibro- 
thecoma. This type of case was reported by 
Mallory but in our experience it has not been 
exceptional. Indeed Willis (1953) goes so far as 
to suggest that many, if not all, fibromas are 
really fibro-thecomas. No case of fatty change 
in a true fibroma has been encountered, all such 
cases being classified with the thecomas on both 
histological and endocrine evidence. 

Mucoid change in the connective tissue was 
encountered in about one-third of the cases, and 
in these the nuclei tended to have their usual 
spindle shape and to become indented or even 
branched. 

The commonest symptom was swelling of the 
abdomen, but in many cases this was associated 
with digestive or urinary symptoms, e.g., 
frequency. A survey of the symptomatology 
only serves to show the importance of a pelvic 
examination in any woman complaining of 
digestive symptoms. 

Taste Il 
Clinical Features of 49 Cases of Ovarian Fibroma 


Swelling of abdomen. 
Pain (torsion in 5 cases). 
Menstrual disturbance. 
| Cervical polyp. 
Post-menopausal bleeding Submucous fibroid polyp. 
Accidental discovery (5 cases). 
Ascites (16 cases). 
6a. Meigs’s syndrome (2 cases). 


Pain was almost as frequent as swelling of the 
abdomen, and in 5 patients was associated with 
torsion of the tumour. It is remarkable how 
rarely torsion occurred when one considers the 
mobility of these tumours, the usual absence of 
adhesions, the long pedicle and the frequent 
association of ascites. 

The menstrual history is as a rule unaffected. 
Where there has been a history of menstrual 
disturbance the pathology of the tumour has 
been reviewed or other causes for the distur- 
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bance sought and found. In 2 patients post- 
menopausal bleeding was the primary symptom 
which led to the discovery of ovarian fibroma. 
Complete investigation, however, revealed the 
bleeding to be due to a cervical polyp in one 
patient, and a submucous fibroid polyp in the 
other. 

In 10 per cent of these patients the tumour 
was discovered by accident on routine examina- 
tion. In one case the patient was being reviewed 
by the National Health Insurance Medical 
referee, being in receipt of medical benefit for 
varicose veins. Other symptoms which drew 
attention to the presence of the tumour were 
those associated with prolapse, dyspareunia, 
retention of urine and frequency of menstruation. 

Ascites was only recorded in 32 per cent and 
of these patients only 2 showed Meigs’s syn- 
drome. Other authors place ascites at 40-50 per 
cent and Meigs has found an incidence of 75 per 
cent. 

The cause of the ascites is still not clear. In this 
series all of the patients who had demonstrable 
ascites had a large tumour, but there were 
patients with equally large tumours with little or 
no ascites recorded. This finding suggests that 
the mere size of the tumour is not the essential 
cause of the ascites. Similarly the occurrence of 
pleural effusion in association with the ascites 
is ill understood, but it is important that the 
clinician should recognize the fact that pleural 
effusion combined with ascites and an ovarian 
tumour does not necessarily connote malignancy, 
and that there is every justification for further 
investigation. 


THECOMA 


Though Léffler and Priesel (1932) gave the 
first acceptable description of this tumour in 
1935 our experience in this analysis suggests that 
it is still being commonly confused with the 
fibroma. Banner and Dockerty (1945), in their 
review of these tumours over the years 1910-1944 
at the Mayo Clinic, only mention 23 cases which 
is less than our own series over the years 1937- 
1954. Enquiries at some other laboratories also 
indicate an unnatural sparsity of this tumour 


type. 
In general the thecoma presents the naked eye 
appearance of a fibroma, but it can frequently be 
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distinguished from it by the bright yellow streaks 
of fatty material. In one of our cases the whole 
tumour was yellow save for a hyaline greyish 
core which gave the impression of a gigantic 
corpus luteum. The relative amount of fatty 
streaking varies considerably and, whilst in the 
majority of cases sufficient is seen on naked eye 
examination to suggest the diagnosis, in others 
the fatty content of the tumour can only be 
appreciated on microscopic examination of 
appropriately stained sections. There is further- 
more considerable variation from one area of 
the tumour to another, one slice revealing what 
appears to be the characteristic appearance of 
fibroma, whilst another may show sufficient 
streaking to arouse suspicion of the true nature 
of the tumour. There is thus an understandable 
difficulty in arriving at the correct diagnosis. 

Microscopically the tumour is composed of 
interlacing bands of spindle-shaped cells. 

On the usual paraffin section the picture at 
first sight is that of a cellular fibroma, resembling 
the ovarian cortical mesenchyme. Closer 
analysis, however, shows that the cells have a 
more copious cytoplasm than fibrocytes, and a 
rim of cytoplasm can usually be identified 
around the nucleus. 

Vacuolization of the cytoplasm can often be 
recognized, but the extent and distribution of 
this vacuolization are as variable as the naked 
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eye appearance of fat. Such vacuolated cells 
may only be identified in small groups and may 
all too easily be overlooked. Frozen sections 
reveal that these vacuoles are filled with fatty 
material, some of which is crystalloid, doubly 
refractive, and can be identified with the 
cholesterol esters. Frank luteinization is rare. 
Further analysis of the nature of these steroids 
by staining methods has not yet paid us useful 
dividends. 

Silver reticulum stains frequently, but not 
always, reveal an intimate pericellular network 
of this substance. The amount of collagen is very 
variable. In some tumours it is scanty; in others 
quite abundant. 

There is a remarkable tendency for the 
collagen, when it does occur, to fuse together 
into broad bands which undergo hyalinization, 
and the end result may show quite a marked 
resemblance to the structure of a corpus 
albicans. The varied amount of collagen forma- 
tion leaves no doubt that some tumours begin- 
ning as thecomas may end as structures indis- 
tinguishable from hard fibromas, and a detailed 
analysis of the clinical histories of such tumours 
may eventually demonstrate their true patho- 

esis. 

In the 7 patients under 50 years of age 
amenorrhoea was a symptom in 3. In one patient 
a period of 3-months amenorrhoea was followed 


1. Age distribution: 
(a) 29-49 years— 7 cases. 
(6) 50-82 years—18 cases. 


2. Symptoms 
With pain. 
Amenorrhoea Followed by profuse bleeding. 
Ascites and gross oedema of legs. 


Pain on side of tumour. 
Accidental discovery. 

(a) Under 50 years (7 cases) > ‘4 cute abdomen—torsion and duodenal perforation. 
Polymenorrhoea and menorrhagia with fibroids. 


Postmenopausal bleeding (10). 

Persistent bleeding (51, 54 and 59 years). 
Pain in back and side (2). 

Retention of urine. 


(b) Over 50 years (18 cases) 
Prolapse. 


“Lump in breast.” 


|| 

OLOGY 

post- 
nptom 
roma. 
ed the | 
in one 
in the | 
umour ; 
mina- 
riewed 
edical 
fit for 
were 
eunia, 
ation. 
it and 
syn- 
50 per 
1S per 
n this i 
trable 
le or 
tle or 
that 
ential 
ice of 
scites 
t the 2 
ancy, 
> the 
ir in 
that 
| the : 
1944 
— 
nour 
eye 
y be 


832 


by profuse bleeding without any clinical or 
histological evidence of pregnancy. Another 
suffered from polymenorrhoea and menorrhagia, 
but there were associated fibroids. The amenor- 
rhoea may well be due to a hyperoestrinism 
maintained at more or less a constant level, 
whilst the subsequent bleeding may be an 
oestrin withdrawal, and indeed is occasionally 
seen to develop after the operative removal of 
the tumour. 

Of the 18 patients over 50 years the most 
prominent symptom was uterine bleeding. Ten 
patients complained of post-menopausal bleed- 
ing, and 3 had not passed the menopause 
although aged 51, 54 and 59 and were com- 
plaining of persistent uterine loss. 

In 13 of the 25 cases a hysterectomy was per- 
formed. In two other cases where the uterus was 
conserved the endometrium was available for 
examination, i.e., the endometrium was available 
in 15 cases. 


TasLe IV 
Thecoma—Endometrial Examination 
15 Cases 
Cystic Car- Prolifer- Pre- Atrophic 
Hyper- cinoma ative menstrual Endo- 
plasia Corpus Phase Phase metrium 


4 3 + 1 1 


11 patients over the age of 50 years. 
4 patients under the age of 50 years (29, 33, 43 and 45). 


These findings support the idea that the 
biological activity of these tumours is consider- 
able, and indicate the necessity for the examina- 
tion of the endometrium in every case. 


TABLE V 


Thecoma and Carcinoma of the Body of the Uterus 
5 Cases 


Symptoms 


Two episodes of sharp haemorrhage. No meno- 
pause. 

Two episodes of bleeding 10-12 years after meno- 
pause, 6 months and 1 month before admission. 

Menopause, aged 48. Irregular bleeding for 2} 


years. 

Blood stained discharge and irregular bleeding for 
2 years. 

Menopause at 44. Two weeks post-menopausal 
bleeding. 
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The association of uterine cancer with 
granulosa cell and thecal cell tumours has been 
recognized for some time. Hertig in a personal 
communication to Meigs (1945) estimated that 
18-20 per cent of granulosa cell tumours were 
associated with uterine cancer, and Dockerty and 
Mussey (1951) found that 27 per cent of post- 
menopausal women with feminizing tumours 
had endometrial carcinoma. Ingram and Novak 
(1951), in reviewing 50 cases of feminizing 
tumours combined with endometrial carcinoma, 
state that this association is much greater with 
thecomas than with granulosa cell tumours. 
This supports Biskind and Biskind (1949) who 
suggest that the thecal and not the granulosa 
cells are the source of oestrogen and that 
oestrogenic effects of the granulosa cell group 
are due to some admixture of thecal cells. The 
histochemical analysis of McKay, Robinson 
and Hertig (1949) also favours this view, though 
further work is necessary before the granulosa 
cell can be properly denied an endocrine 
function. 

There is still the possibility, justified by the 
histological structure of the feminizing tumour, 
that the thecoma is the more slowly growing 
tumour and hence: subjects the endometrium to 
a more protracted oestrin stimulation with a 
resultant increase in the development of 
malignancy. 

In the series under review the overall incidence 
of uterine cancer in association with thecoma 
is 20 per cent, and if taken as a percentage of 
those women over 50 years is 27-9 per cent. 
Dockerty and Mussey (1951) suggest that 
uterine cancer does not complicate granulosa 
cell and thecal tumours in young women. 

McKay ef al. (1949) describe inactive the- 
comas and distinguish between the active and 
inactive tumours by the presence or absence of 
histochemically demonstrable steroids. They 
suggest that thecomas may pass through a stage 
of active secretion followed by an inactive phase 
very much in the same way as the theca cell of 
the Graafian follicle which undergoes atresia. 
This may well account for the presence of an 
ovarian thecoma in association with an atrophic 
endometrium. 

The association of endometrial cancer and 
cancer of the breast with feminizing ovarian 
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Fic. 1 
Hemisection of an ovarian fibroma showing the whorled 
surface without the appearance of lipoid streaking. 


J.H.B., C.H.G.M. [832] 


OGY 
with 
been 
onal 
that 
were 
and 
0st- 
ours 
zing 
ma, 
with 
who 
losa 
that | | 
The 
ugh 
losa 

: 
the ae 
our, 

oma 
e of 
ent. 
that | 
losa 
the- 
and 
e of 
‘hey 
lage 
1ase 
1 of 
Sia. 
an 
and 
rian 


Fic. 2 
161/36. Section of a fibroma showing the interlacing bands 
of cells forming collagen. H. & E. x 100. 


Fibroma of mucoid type showing the branching fibro- 
blasts and mucoid background. H. & E. x 500. 


J.H.B., C.H.G.M. 


Fic. 4 
C.7736. Hemisection of thecoma, showing the whorled 
surface with the patchy yellow staining due to the fat 
content of the tumour. 


Fic. 5 

C.6636. Hemisection of thecoma showing the resemblance 
to a massive corpus luteum. The fat content of this 
specimen is very high. 


J.H.B., C.H.G.M. 
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Fic. 6 
Section of thecoma to show interlacing bands of fibrous 
tissue and theca cells. H. & E. x 325. 


Fic. 7 i 
M.4924. Section of thecoma showing the vacuolated cytoplasm 
in an area in which there is heavy fat content. H. & E. x 500. 


J.H.B., C.H.G.M. 
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Section of thecoma stained to show the presence of fat in 
the cytoplasm of many of the cells. The patchy nature of 
the change can be seen. Scharlach R. x 100. 


J.H.B., C.H.G.M. 
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Fic. 9 
Section of thecoma showing an area of hyaline fibrosis. All 
stages of fibrous tissue formation can be observed. H. & E. 
x 150. 


Fic. 10 
Section of thecoma showing hyaline fibrous tissue simulating 
the structure of corpora albicantia. H. & E. x 120. 


J.H.B., C.H.G.M, 


— 
— 


Fic. 11 
C.8923. Thecoma with much hyalinization of the stroma, which 
was biologically inactive. H. & E. x 350. 


Fic. 12 
C.8923. An atrophic endometrium found in association with 


a hyalinized thecoma. H. & E. x 100. 
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Fic. 13 
C.6351. Granulosa tumour, with much cystic degeneration associated with 
uterus showing a hyperplastic endometrium, with malignant degeneration. 


Fic. 14 
626/36. A cystic granulosa cell tumour associated with marked endo- 
metrial hyperplasia. 


J.H.B., C.H.G.M. 
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Fic. 15 
24/35. An example of a small (2-5 x 2 cm. in diameter) granulosa 
cell tumour of the ovary associated with marked endometrial 
change. 


J.H.B., C.H.G.M. 
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Fic. 16 
3586/53. A theca granulosa cell tumour associated with 
endometrial hyperplasia. 


Fic. 17 
3586/53. Section showing granulosa cells arranged in 
cylindroid fashion often forming curious gyriform 
patterns. H. & E. x 100. 


J.H.B., C.H.G.M. 
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Fic. 18 
3586/53. In other areas of the same tumour the gran- 
ulosa cells are arranged in sheets and show many of the 
so-called Call-Exner bodies. Between the islands of 
granulosa cells there is a fibrous stroma in which vary- 
ing numbers of theca cells may be present. H. & E. 
x 100. 


Fic. 19 
1944/51. An area in a granulosa cell tumour in which 
luteinization is marked. H. & E. x 100. 


J.H.B., C.H.G.M. 


Fic. 20 
3586/53. Frozen section of a granulosa cell tumour 
showing a high fat content in the tumour cells. 
Scharlach R. x 100. 


Fic. 21 
286/41. Brenner tumour showing the solid 
rather yellowish nature of the tissue with 
some cystic degeneration. 


J.H.B., C.H.G.M, 
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Fic. 22 
x 100. 


M.383. Section of Brenner tumour showing 


of Brenner epithel 


J.H.B., C.H.G.M. 


Fic. 23 
M.383. Solid area of Brenner tumour found in a pseudomucinous 
cystadenoma. 


J.H.B., C.H.G.M. 


j 
a \ 
omy, 


Fic. 24 
M.383. Wall of cyst showing the gradual transition from 
Brenner to pseudomucinous epithelium. H. & E. x 100. 


Fic. 25 
P.9398. Brenner tumour associated with menorrhagia 
and hyperplasia of the endometrium, showing a high fat 
content in the thecal cell stroma. Scharlach R. x 200. 


J.H.B., C.H.G.M. 
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Fic. 26 
Section to show islands of Brenner epithelium surrounded by 
an actively proliferating thecal stroma in which the whorls of 
thecomatosis can be recognized. H. & E. x 200. 


Section shows an island of Brenner cells surrounded by 
hyaline fibrous tissue comparable in type to that found in 
a thecoma. H. & E. x 150. 


J.H.B., C.H.G.M, 
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tumours has been described by Dockerty and 
Mussey (1951), the overall incidence of breast 
carcinoma in their series being 3-47 per cent. 
In the present series there were 2 cases of 
mammary cancer associated with thecomas. 
Both cases occurred in women past the meno- 
pause, one aged 57, the other 61 years. 

These pathological and clinical findings raise 
some problems regarding treatment. In this 
series no thecoma was malignant. A review of 
the literature shows that malignancy is rare. 
Novak (1952) has reported 5 cases. The associ- 
ation of thecoma, however, with cancer of the 
uterine body in 25-30 per cent of post- 
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menopausal cases is a clear indication that even 
in apparently favourable circumstances the 
uterus should be removed at the same time as the 
tumour. In the child-bearing period of life there 
is not, so far, the same indication for radical 


surgery. 
GRANULOSA CELL TUMOUR 


In this series there were 18 granulosa cell 
tumours. This gives an unusual preponderance 
of thecomas but the reasons for this are already 
given in the discussion of fibromas. 

With 3 exceptions these tumours occurred 
between 41-65 years, the exceptions being aged 


TABLE VI 
Thecoma Prognosis 
25 Cases 
1. Well 20 cases 
, Duodenal perforation. 
2. Post-operative deaths 2 cases Post-operative shock. 
Dead 2 years. Post-operative. Gastric carcinoma. 
3. Later deaths 2 cases Dead 7 years. Post-operative. Carcinomatosis following breast cancer. 
4. Untraced 1 case 
Cancer of breast: (2 cases) Alive and well 6 years. ; 
5. Cases of canes Died 7 years. Multiple secondaries. 


Cancer of uterine body: (5 cases) Weil 64, 7 and 14 years and 2 months 


1 died post-operative shock. 


TABLE VII 
Granulosa Cell Tumours—18 Cases 
Incidence of uterine bleeding: 
Abdominal swelling (31) 
1. No Amenorhoe and dyspareunia (42) 
— Previous hysterectomy (65) 
f Menorrhagia for 1 year (20) 
Menstrual irregularity 6/12 (31) 
g Menstrual irregularity 18/12 (42) 
2. Pre-menopausal menstrual disturbance | Persistent bleeding 8/52 following amenorrhoea _—(42) 
(6 cases) Irregular periods (50) 
Altered cycle from 3/30 to sa for 4 years (58) 
( Menopause ? bleeding 8-10 years (82) 
Menopause 24 years, bleeding 7/12 (49) 
Menopause 2 years, bleeding 14/12 (53) 
3. Post-menopausal bleeding Menopause 3 years, bleeding 6/12 (54) 
(9 cases) Menopause 11: years, bleeding 9/12 (55) 
Duration 2 days—14 months ] Menopause 13 years, bleeding 7/12 (56) 
Menopause 5 years, bleeding 2 days (57) 
Menopause 10 years, bleeding 6/12 (58) 
_Menopause 12 years, bleeding 2/52 (64) 
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20, 31 and 31 years. Other series (Hodgson, 
Dockerty and Mussey, 1945) show a wider 
range of age with most tumours in the Sth, 6th 
and 7th decades. 

The majority of patients showed some 
menstrual disturbance. In 3 this was absent. 
None suffered from amenorrhoea, which has, as 
with thecomas, been found in about one-fifth 
of some series. Other symptoms were merely 
those due to the presence of tumour. 

There are wide variations in the size of the 
granulosa cell tumour but in the series under 
review the tumours have been larger than that 
found in the thecoma group, and the duration 
of bleeding, with one exception, much shorter. 
All tumours have been unilateral. The majority 
were solid and presented a similar consistency 
throughout. In some there were central areas of 
softening and liquefaction with cyst formation. 
In the large tumours areas of necrosis and 
haemorrhage were found. 

The microscopic picture, as in all series, 
varied very greatly. Selye (1945) has classified 
the group into 10 subdivisions, but in general 
it is sufficient to recognize three main types (a) 
the diffuse, (6) the trabecular and (c) the 
folliculoid. 

However, the histological pattern varies so 
much from area to area that most tumours can 
be found to show all the varieties of histological 
structure, and diagnosis is rarely in doubt. 
Occasionally luteinization may be a marked 
feature. Greenhill and Greenblatt (1938) and 
Traut and Marchetti (1939) have pointed out 
the rarity of pure granulosa cell tumours, 
emphasizing the frequency of a mixture of 
granulosa and theca cells. In 3 of our cases the 
theca cell component was a noteworthy pro- 
portion of the tumour. In the other 14 tumours, 
whilst it is impossible to deny the presence of 
thecal cells, they contributed little to the bulk 
of the tumour. The common ovarian mesen- 
chymal origin of both types of tumour, however, 
makes it difficult to deny that many of these 
tumours are mixed. 

As in the thecomas, there is evidence of con- 
siderable hormonal activity, 3 cases showing 
endometrial carcinoma (16-6 per cent). 

Unlike our experience of the thecomas, the 
granulosa cell tumour can be malignant, but 
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Tasie VIII 
Endometrial Biopsies (Granulosa) 
Cystic Proliferative Adeno- 
Hyperplasia Phase carcinoma 
6 3 3 


the histological decision as to the presence of 
malignancy has proved exceedingly difficult. 
One tumour was frankly malignant clinically 
and the patient died within a few weeks of the 
primary operation. Another patient who had 
enlarged para-aortic glands died. Mitosis was 
common, but was equally so in 4 other tumours. 
One of these patients has since had a baby, 
another was well 10 years after operation but 
died from a cerebral thrombosis, the third is 
well at the end of 8 years, and the fourth is also 
well 17 years after operation. Our proven 
malignancy rate is therefore only 5-8 per cent, 
but our numbers are small. In the literature the 
rate of malignancy varies from 5-10 per cent 
(Te Linde, 1930; Novak and Long, 1933) to 
33 per cent (Bland and Goldstein, 1935). While 
the immediate prognosis may be good, recur- 
rence has been recorded as late as 20 years 
after removal of the tumour. It is, however, 
possible that such late recurrence may be due 
to the development of a new tumour in the 
conserved ovary. 

All but one of the patients have been traced. 
The results are shown in Table IX. 

In treating these patients there will always be 
the difficulty of deciding how radical surgery 
should be. It is probable that, where the tumour 
is unilateral, well encapsulated and free from 
adhesions to surrounding structures, removal 
of the affected ovary in a woman of child- 
bearing age is sufficient. In older patients there 
is less reason to be conservative, and the dangers 
inherent in a post-menopausal cystic endometrial 
hyperplasia are best dealt with by hysterectomy. 


BRENNER TUMOURS 


Whilst the Brenner tumour is not usually 
regarded as having endocrine function, some 
features of the tumours found in this series have 
led us to include it. There were 15 examples 
of this tumour in this series, an incidence of 
10-6 per cent. The age distribution is shown in 
Table X. 
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TABLE IX 
Granulosa Cell Tumours—18 Cases 
Prognosis 


1. Well (14 cases) 


{" days after operation. ? Embolus 
2. Dead (3 cases) 7 weeks after operation. Malignancy 
10 years after operation. Cerebral haemorrhage 
3. Untraced (1 case) Ps: 
TABLE X 
Brenner Tumours—15 Cases 
1. Age distribution: 
(a) 20-49 years (6 cases) 
(6) 51-71 years (9 cases) 
2. Symptoms: 
( Swelling of abdomen (24) 
Swelling of abdomen (37) 
(a) Under 50 years ) Infertility (23) 
(6 cases) Abdominal discomfort (34) 
Menorrhagia (40) 
| Prolapse (42) 
( Post-menopausal bleeding (58) 
Post-menopausal bleeding (71) 
Prolapse (60) 
Abdominal discomfort (52) 
(6) Frequency and urgency (52) 
Swelling of abdomen (60) 
Vomiting and loss of weight (62) 
Gastric ulcer, pseudomyxoma peritonei and mucocele of appendix (62) 
| Abdominal pain and vomiting (70) 


The majority of cases are seen to occur in 
patients over 40 years of age. This corresponds 
with the age distribution in 14 cases mentioned 
by Novak (1952). In his series, however, only 3 
patients were over 50 years, whereas in our 
series 9 of the 15 were over that age. 

In Teoh’s recent series (1953) 8-10 cases of 
large Brenner tumours were over the age of 50 
years, only one, and that 1-5 cm. in diameter, 
being found below the age of 40 years. In Fox’s 
(1942) review of 170 cases, 120 patients were 

} over the age of 40 years. 


All the lesions in this series were diagnosed 
clinically as tumours. In 2 cases the Brenner 
tissue was found as a solid fibromatous mass 
measuring 7 cm. x5 cm. x5 cm. in the wall of 
pseudomucinous cysts. 

The remaining 13 cases were solid tumours 
which on cross section could easily be confused 
with fibromas or thecomas. 

In general the tumour produces no character- 
istic symptoms and the most common feature 
in this series was the presence of an abdominal 
mass. In 3 cases the patient herself was conscious 
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of the presence of the tumour, and in 2 
abdominal discomfort led to the discovery of 
the swelling. Other symptoms are noted in the 
Table. 

It has been stated that these tumours have no 
influence on the endometrium and Novak (1952) 
states that Schiffmann is the only writer who 
noted endometrial hyperplasia and bleeding in 
association with Brenner tumours. He himself 
showed that in 4 cases with uterine haemorrhage 
the bleeding could be attributed to other causes. 
Grayzel and Friedman (1941), however, re- 
ported | case in which post-menopausal haemor- 
rhage was caused by removal of a Brenner 
tumour. Marwil and Beaver (1942) described 
a patient of 77 who showed cystic endometrial 
hyperplasia and post-menopausal bleeding in 
association with such a tumour, and Andujar, 
Enloe and Swift (1947) report 2 similar cases. 

Novak in discussing Schiffmann’s finding 
thinks that this observation loses -:s significance 
in view of the fact that post-menopausal hyper- 
plasia is known to occur without the presence of 
any tumour, and that it may be associated with 
uterine bleeding. 

The histological structure of Brenner tumours 
is well known, consisting as it does of islands of 
epithelium surrounded by a stroma which 
appears to be an essential part of the neoplastic 
process. There is as yet no agreement as to the 
nature and origin of the epithelial tissue, which 
may be as scanty as granulosa cells are in 
thecomas. The stroma, however, presents a 
variety of appearances. In some it is simply 
fibrous. In others the fibrosis is hyaline and bears 
a resemblance to that seen in fibrosing thecomas 
and in corpora albicantia. In others it is more 
cellular, though the frankly active stroma may 
be confined to the capsulation of the epithelial 
islands. 

In 2 of our cases post-menopausal bleeding 
was the presenting symptom, one aged 71, the 
other 58 years. Endometrial scrapings revealed 
frank cystic hyperplasia. 

In view of the problem these tumours were 
studied in more detail. Material was available 
for frozen sections, and it was found that the 
stromal cells, more particularly those in immedi- 
ate contact with the epithelial nests, contained 
fat which was doubly refractive, crystalloid and 
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in every way resembled that found in thecomas., 

Through the kindness of Dr. Mackinlay of the 
Royal Samaritan Hospital for Women, Glasgow, 
we were able to examine tissue from a patient 
with a Brenner tumour who also suffered 
post-menopausal bleeding. 

This patient had a menopause at the age of 50 
and 4 years later was admitted to hospital 
complaining of post-menopausal bleeding. The 
cause of this appeared to be a small endometrial 
polyp which was removed by curettage. The 
pathological report in 1951 was ‘‘an endometrial 
polyp showing a considerable degree of active 
glandular hyperplasia without cyst formation”. 
The patient received a “‘menopausal dose” of 
deep X-ray therapy and had no further bleeding 
until 1953 just after her 57th birthday. Again an 
endometrial polyp was found showing a marked 
degree of cystic hyperplasia. On vaginal examin- 
ation an ovarian tumour was palpable. The 
tumour proved to be Brenner in type, and on 
staining for fat this was seen to be present in 
the stroma in the immediate vicinity of the 
epithelial nests. On paraffin section the fat- 
containing cells appeared to be thecal cells. 

Teoh (1953) also records cases of post-meno- 
pausal bleeding in association with Brenner 
tumours—one, a patient of 69 years, another 
in a patient of 48 years 3 years after the meno- 
pause, and a third in a patient of 67 years. 
These tumours are also reported as showing fat 
in the stroma. 

The presence of fat in the stromal tissue 
around the epithelial cells has been described 
by Reagan (1950) but he interprets this finding 
as an indication of degeneration. In view of our 
findings Brenner tumours without associated 
uterine bleeding have also been examined for 
fat, and in these no anisotropic fat or crystalloid 
material has been demonstrated. 

Our studies on the stroma of Brenner tumours 
have convinced us that this is derived from the 
ovarian mesenchyme and that it may undergo 
the same sequence of events as is seen in the 
thecoma-fibroma series of tumour. In a few the 
evolution of the mesenchyme results in the 
actively proliferating cells being of thecal type 
and, in so far as our observations go, having the 
function of thecal cells and hence being associ- 
ated in the post-menopausal period with uterine 
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bleeding. In the great majority of these tumours, 
however, stromal proliferation is slow and the 
tendency to fibrosis, though of the thecomatous 
type, precludes any gross endocrine effect. The 
finding in 2 cases of minute islands of granulosa 
cells in the stroma of Brenner tumours tends 
further to substantiate this viewpoint. 

We have as yet insufficient evidence to justify 
an opinion on the origin of the epithelial nests. 

We are forced, therefore, to oppose Novak’s 
opinion that in a patient with post-menopausal 
bleeding cystic endometrial hyperplasia can 
occur without any associated pathology. Its 
presence in these cases of Brenner tumour has 
led us to appreciate the thecal component of 
these tumours, and in other cases to come to the 
conclusion that, though not yet discovered, a 
pathological cause for such stimulation exists. 


SUMMARY 


(1) One hundred and twenty-seven tumours 
of the ovarian mesenchyme are reviewed. 

(2) The essential relationship of the fibroma, 
thecoma, theca-granulosa cell tumour and 
granulosa cell tumours is emphasized. 

(3) Brenner tumours appear to possess a 
thecal stroma, which in some patients is suffici- 
ently active to produce oestrogenic effects. 


We wish to express our thanks to our gynae- 
cological and surgical colleagues who so 
willingly gave us clinical details of their patients, 
and in the case of their private patients assisted 
us to follow them up. 
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FACTORS RESPONSIBLE FOR THE LOWERING OF MATERNAL 
MORTALITY IN THE LAST FIFTY YEARS* 


BY 


B. P. Watson, M.D., LL.D., F.R.C.S.E., F.R.C.O.G., F.A.C.S. 


Emeritus Professor Obstetrics and Gynecology 
Columbia University, New York 


A CONSIDERATION of the factors contributing to 
the lowering of maternal mortality in the past 
fifty years may seem a trite subject for the annual 
William Meredith Fletcher Shaw Memorial 
Lecture of the Royal College of Obstetricians 
and Gynaecologists. My only excuse for entering 
upon it is that an account of the personal experi- 
ences and observations of one who has lived his 
professional life through this period may help to 
bring into perspective the succeeding stages 
through which we have passed in arriving at our 
present position. 

A true historical appraisal of any period can be 
made only by those who live long after. It is only 
they who will be able to determine whether or not 
our present belief that the last fifty and especially 
the last twenty-five years have been truly epoch- 
making in the saving of mothers’ lives or have 
been but a brief prelude to still greater achieve- 
ment to follow. Let us hope that the latter will 
be their verdict. 

Obstetricians are the first to acknowledge that 
what has been thus far accomplished has resulted 
not from their efforts alone, but also from those 
of workers in other fields of scientific, clinical 
and social medicine. What we can take sole 
credit for is that we had begun to put our own 
house in order and so were in a position to 
receive and make use of each new contribution 
to knowledge as it emerged. 

Obviously it will be impossible within the 
limits of this Address or of your forbearance to 
go into detail on every aspect of the subject or 
to name individually all those who have con- 
tributed to the results, nor would I wish to weary 
you with long statistical tables, all-important as 

* The William Meredith Fletcher Shaw Memorial 
Lecture, 23rd September, 1955. 


these are. Indeed we must thank the statisticians 
of the early years of this century for first calling 
general attention to the fact that, for some 
reason, deaths incident to pregnancy and parturi- 
tion were not diminishing in conformity with the 
decline in death rates from a variety of other 
causes, and it is they who have kept us continu- 
ously informed of progress made and have 
helped to indicate possible lines of advance for 
the future. Theirs is a scientific analysis of the 
data made available to them. 

To compute a maternal mortality rate 
information is needed on the number of puer- 
peral deaths and also on the number of births— 
these latter may be live births only or live births 
plus stillbirths and abortions. In the past 
different countries have had varying degrees of 
accuracy in the registration of births and deaths 
and have differed in the classification of deaths 
from puerperal causes. In earlier years higher 
rates in one country than in another therefore 
do not necessarily mean a higher total mortality 
or a higher rate from any particular cause. But 
within each individual country the rates are 
comparable from year to year and will indicate 
definite trends in that country. It is to these 
trends that we first direct our attention. In 
future years the rates in those countries adhering 
to the 1948 Sixth Revision of the United Nations 
International Causes of Death, will be more 
strictly comparable. 

I have chosen four widely separated countries, 
England and Wales, Australia, New Zealand and 
the United States of America and present graphs 
constructed from their published maternal 
mortality rates for the years between 1915 and 
1950 (Figs. 1, 2, 3, 4). It is at once evident, 
regardless of the disparity in the earlier years, 
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that there is a striking uniformity in the timing 
of the first pronounced fall, in the rapidity of the 
fall thereafter and in the rate finally reached. 

This must mean that common factors have 
been operative in all of them. It so happens that 
my lot as an obstetrical practitioner and teacher 
has been cast in three countries, Britain, Canada 
and the United States of America. In the two 
former I saw the beginnings of what might be 
called the preventive era and in the United 
States have followed the expansion of preventive 
measures and their augmentation by more 
definitive treatment based upon advancing 
scientific and clinical knowledge. 

If in what follows I appear to put undue 
emphasis on happenings in my country of 
adoption it is only because it is in the United 
States that, during the past 28 years, I have been 
able to follow them by direct observation and 
participation and not because they are more 
striking or remarkable than in the other English 
speaking countries or in the rest of the civilized 
world. We have all been striving to reach a 
common goal, using the same means with only 
minor adaptations determined by differences in 
the mores of the people among whom we have 
happened to practise and teach. We have been 
living in a time of ever-increasing ease and 
rapidity of travel and inter-communication; in 


an epoch in which each new scientific discovery 
or technique originating in one country is made 
quickly known to all of the others. One country 
with better facilities for the exploitation of some 
new clinical or scientific fact, often originating 
in another, may have gone ahead more quickly 
with its practical application but it has never 
been long before the rest have caught up. This is 
strikingly exemplified by the parts played by 
Britain and the United States in the development 
of the antibiotics as therapeutic agents. Leonard 
Colebrook’s first announcement in 1936 of the 
results obtained by him here in London with 
prontosil in cases of puerperal sepsis resulted 
in the immediate departure from the hospital to 
which I was attached of an emissary to find out 
all he could about this new drug. He was 
followed by others, all of whom returned 
thoroughly convinced of its efficacy. As a result 
the large chemical manufacturing firms in the 
United States with their well-equipped labora- 
tories and scientific staffs took up its manu- 
facture and the development of other sulphon- 
amides. So we in the United States had a good 
supply before it was so generally available in 
Britain and the rest of the world. There was the 
same sequence of events in the case of penicillin. 
Sir Alexander Fleming paid several visits to the 
United States to instruct and enlist the help of 
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American industry in its mass production, made 
all the more urgent by the needs of the war 
wounded. I shall always remember with pride 
that in the course of one of these visits I, as its 
then President, accepted for the New York 
Academy of Medicine, in Sir Alexander’s 
presence, his portrait, donated by the head of 
one of the pharmaceutical firms which worked 
with and for him. There also is displayed in the 
Rare Book Room of the Academy his original 
plate of the staphylococcus culture ‘“‘contamin- 
ated”’ by Penicillium notatum. I mention these 
incidents as illustrative of the unity of today’s 
medical world, an extremely important factor in 
the rapid progress achieved in obstetrics as in 
every other branch of medicine in recent years. 
How different from the nineteenth century when 
Semmelweiss, writing his treatise in 1847, had 
apparently no knowledge of the article on the 
Contagiousness of Puerperal Fever published 
by Oliver Wendell Holmes in Boston four years 
earlier, or of the works of Charles White of 
Manchester and Alexander Gordon of Aberdeen 
which had appeared in the previous century. 
Lister in 1867 did not know that Meyerhofer in 
1863 had demonstrated micro-organisms in the 
lochia of women suffering from puerperal fever 
and he had no knowledge of the work of 
Semmelweiss until 20 years after the latter’s 
death. In those bygone days international 
disputes regarding priority of discovery ex- 
pressed as they so often were in what we regard 
today as most intemperate language retarded 
rather than advanced knowledge. Now all that 
has changed. Dialectic skill counts for nothing 
in the ‘presentation of a clinical or scientific 
observation; its validity is no longer challenged 
by argument and invective but is proved or 
disproved by immediate control observation and 
experiment. It is this oneness of the modern 
medical world that must be my excuse for 
believing that a record of my observations will, 
in general, accord with the experiences of others 
in other lands. 

In looking back over the fifty years one is 
struck by the orderly and logical fashion in 
which change has taken place, conforming to a 
pattern common to other advances in human 
knowledge and their application to human 
needs. There had to come first the recognition by 


the few, of the fact that change was urgently 
needed. These few were the obstetricians and 
teachers of past generations, who in their time 
were far ahead of their contemporaries but 
whose teaching reached for the most part only 
those who came under their direct influence. 
At the beginning of this century teaching and 
training in midwifery was in general far behind 
that already obtaining in medicine and surgery, 
midwifery being regarded as only a minor 
subject in the medical curriculum in spite of the 
fact that it would constitute a large part of the 
work of those licensed to practise. 

The first task then was to convince teaching 
faculties and licensing bodies that if the poor 
showing of obstetrical practice, as evidenced by 
mortality rates, was to be improved a radical 
change in the medical curriculum was needed; 
more time must be given to obstetrics, larger and 
better clinical facilities must be provided and 
obstetrics must rank as co-equal with medicine 
and surgery in the final examinations. The 
campaign was carried on by obstetrical teachers 
in their several faculties with varying success. 
It was only when to these individual efforts was 
added a more general realization on the part of 
the profession that maternal mortality rates were 
remaining stationary or even becoming higher, 
that obstetrics began to take its rightful place 
in undergraduate teaching. All of this took time, 
for we find that as late as 1929 Comyns Berkeley, 
making a most thorough investigation of 
obstetrical teaching throughout the world, had 
to come to the conclusion that in no single 
country was it what it should be; that though 
in some schools didactic teaching was excellent, 
clinical training was inadequate in all. 

In 1928 Palmer Findley in the United States, 
from a similar survey, had come to the same 
conclusion, singling out his own country as being 
more blameworthy than most of the others, as 
evidenced by a maternal mortality rate among 
the highest in the world, far exceeding, as we 
have seen in the graphs, that of England and 
Wales. The situation at that time is most pithily 
summed up in Fletcher Shaw’s reply to Findley’s 
questionnaire in which he quoted his old teacher 
Sir William Sinclair as saying “‘Students are taught 
surgery which they will not practise, and later 
practise midwifery which they were not taught”’. 
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In 1926 in the course of my inaugural address 
as professor of Midwifery and Diseases of 
Women in the University of Edinburgh I said 
in reference to the high maternal mortality rate 
in Scotland ‘“‘We must be prepared to give a 
much more thorough and intensive training in 
midwifery to our medical students. Such training 
cannot be given by making the attendance on a 
certain number of cases in patients’ homes the 
chief feature. Clinical medicine and clinical 
surgery cannot be taught by a few isolated 
clinics given at intervals throughout the session; 
neither can clinical obstetrics. What is necessary 
is intensive training. A certain part of the medical 
course must be set apart for clinical obstetrics 
and gynaecology, so that the student may con- 
centrate upon them—live as it were in their 
atmosphere. During that time he ought to see 
and take part in all the work of the maternity 
hospital, the antenatal clinic, the technique of 
the labour room, the care of the newborn child, 
the aftercare of the mother and the postnatal 
clinic. I have already had experience of this 
system of intensive clinical training which I 
inaugurated in Toronto eight years ago and I 
can speak of its efficacy.” With the hearty co- 
operation of the other members of the Edinburgh 
faculty and of my obstetrical colleagues the 
system was put into effect. This is but one 
example of what was happening at this time in 
the best medical schools in this and in other 
countries. 

One of the compelling reasons for the founding 
of this college in 1929 was the necessity for still 
further concerted effort to raise the standards 
of teaching and practice in obstetrics and 
gynaecology in the British Commonwealth. How 
well it has succeeded is set forth by Sir William 
Fletcher Shaw (1954) in his story of the Royal 
College of Obstetricians and Gynaecologists, 
1929-1954. In the United States the American 
College of Surgeons founded in 1913, largely 
through the initiative of an obstetrician and 
gynaecologist, Franklin H. Martin, has always 
recognized obstetrics and gynaecology as one of 
its major branches as evidenced by the title of 
its official journal, Surgery, Gynecology and 
Obstetrics. The Specialty Board of Obstetrics 
and Gynecology has set high standards of post- 
graduate training and of examination for 
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candidates seeking its diploma which is now 
recognized as essential to those seeking hospital 
and other appointments. The result is that in the 
past twenty-five years there have been passing 
into general practice men and women of greater 
competence in obstetrics and, perhaps what is of 
even greater importance, men and women better 
able to recognize their limitations and the 
necessity for consultation in complicated cases. 
Furthermore the elevation of obstetrics and 
gynaecology to a position co-equal with medicine 
and surgery in the medical curriculum has 
induced more and more of the better graduates 
to seek postgraduate training with a view to 
specialization. With the idea of still further 
increasing this trend it has been suggested that 
in the curriculum the teaching of obstetrics and 
gynaecology begin at the same time as that of 
medicine and surgery and so have an equal appeal 
in the early formative years of the student. The 
American Gynecological Society is at present 
conducting an enquiry along these lines. 

As I have seen developments in the United 
States the postgraduate training in obstetrics 
of larger and larger numbers of young doctors 
and their wider distribution throughout the 
country has been a major factor in lowering 
mortality incident to pregnancy and delivery. 
This training, combined as it is in most of the 
medical schools and hospitals with gynaecology 
and offering opportunities for investigative work 
in all branches of medical science relating to 
obstetrics, has given these young men an almost 
certain prospect of being able to practise in the 
community of their choice and there uphold the 
standards they have been taught, and at the 
same time continue to develop. As the older 
general practitioners have been replaced by their 
younger successors who realize their limitations 
there has been less and less resentment to the 
arrival in a community of one trained in and 
limiting his practice to obstetrics and gynaeco- 
logy. The same thing has been happening in all 
other branches of medicine so that very fre- 
quently the obstetrician becomes one of a group 
which, with shared facilities for consultation and 
with hospital affiliations, takes care of all the 
medical needs of the community. There are now 
many well-trained obstetricians practising in the 
suburban areas surrounding New York and 
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other large cities, in the smaller cities and towns, 
and in rural areas throughout the country. Their 
influence in raising the standards of obstetrical 
care cannot be over emphasized. 

These young men play a large part in establish- 
ing and maintaining the standards necessary for 
classification as Grade A in the hospitals to 
which they are attached and which makes them 
acceptable by examining boards for resident 
training. This classification is also becoming a 
matter of community pride and prestige. The 
requirements for such include the proper 
organization of the obstetrical staff with one 
man at the head, the keeping of a full record of 
all cases, regular staff meetings with compulsory 
attendance, at which all deaths and all cases 
showing morbidity are discussed, insistence 
upon consultation in every case in which 
Caesarean section or other major operative 
procedure is contemplated and the enforcement 
of every detail of technique in the delivery and 
operating room. 

There was at first naturally both active and 
passive resistance on the part of physicians 
practising obstetrics as part of their daily work 
to the restrictions thus placed upon them. Their 
acceptance of and compliance with the new 
regulations have come largely through the 
discussions at staff conferences and through the 
published reports of various national, state and 
community committees set up to enquire into 
the causes of maternal deaths and to suggest 
means for preventing them. 

In the late twenties and early thirties of the 
century a number of such surveys were made. I 
take as a typical example the report issued by 
the New York Academy of Medicine in 1933 on 
Maternal Mortality in New York City, 1930-33. 
I do so because as one of those taking part in the 
investigation and in the preparation of its report 
I am more familiar with it than with any of the 
others. The report begins with the statement that 
in the ten years prior to 1932 there had been no 
decrease in maternal mortality in the nation as a 
whole, in the State of New York or in New York 
City. In the three years 1930-32 there were 2,041 
maternal deaths in the City of Greater New 
York. The circumstances surrounding each of 
these deaths were ascertained from hospital 
records and from interviews with doctors, 


nurses and members of the family. Every detail 
was carefully considered and a decision arrived 
at as to whether the death was or was not 
preventable according to the best standards of 
care then available. In the final analysis there 
emerged the fact that two-thirds of those deaths 
were preventable and that 60 per cent of them 
were brought about by some incapacity in the 
medical attendant. To quote from the report 
(p. 215), ‘“The incapacity of the medical atten- 
dants, either in judgment or skill contributed 
significantly to the large number of avoidable 
deaths. Their failure to provide prenatal care 
has already been pointed out. The prognosis of 
delivery was frequently incorrect. Labor was 
often improperly conducted. The physicians 
many times were apparently ignorant of indica- 
tions and contra-indications for interference. 
Operative procedures were undertaken when 
there was no indication or a plain contra- 
indication. Labor was terminated by rapid 
traumatizing delivery when non-interference was 
called for. Attendants were tardy in obtaining 
proper consultations—difficult obstetrical oper- 
ations were performed by physicians whose 
training and experience could not be considered 
adequate. At times the conclusion that proper 
asepsis had not been maintained could not be 
avoided.” 

The report further states that “‘where the lack 
of proper care was ascribed to failure on the 
part of the attendant, it is probable that this 
failure was not attributable to neglect or careless- 
ness. Rather the ignorance and insufficient 
training of the attendant prevented him from 
giving the high quality of care which he was 
attempting to provide for his patient, and further 
prevented the understanding on his part that he 
was incapable.” 

Naturally such an indictment brought forth 
indignant protest from many members of the 
profession. It was only after the report was more 
carefully read and discussed that it came to be 
realized that the conclusions were valid. Other 
communities were stimulated to make similar 
surveys and in each instance the conclusions were 
essentially the same. As a result there have been 
set up throughout the country investigative 
bodies, many of them under the auspices of the 
local branch of the American Medical Associ- 
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ation and designated as Committees on Maternal 
Welfare. Their task is to investigate every 
maternal death occurring in the community 
with the purpose of determining why it occurred 
and whether or not it might have been averted. 
The case histories are carefully prepared and 
presented for discussion at regular stated 
meetings presided over by a competent obstetri- 
cian and open to all members of the medical 
profession; and many attend. In the discussions 
anonymity as regards the doctor and hospital 
involved is maintained so that findings and 
recommendations are entirely objective. Flagrant 
or repeated failures to maintain proper standards 
in hospitals or nursing homes may however be 
made known to the local Board of Health which 
takes corrective or disciplinary action. These 
Maternal Welfare Committees throughout the 
country have played and continue to play a very 
important part in the postgraduate education of 
large numbers of doctors who could not other- 
wise be reached, with the result that they have 
become more and more aware of the necessity for 
prenatal care and preventive treatment, and for 
consultation and help in complicated deliveries. 

In the New York Academy of Medicine report 
of 1933 it is stated that 36-7 per cent of all 
preventable deaths were due to the fault of the 
patient, principally her failure to take advantage 
of the facilities such as prenatal care, which 
were available to her. The obvious necessity was 
education of women in the need for such care. 
This had to come first from the medical pro- 
fession and by it relayed to the general public 
through the lay press and other public and 
private agencies. Informed public opinion is 
always necessary for the acceptance by the 
people of any reform whether it be political, 
social or medical. The difficulty in popular 
education in things medical is to draw the line 
between the creation of mass hysteria and fear 
on the one hand and of enlightenment and hope 
on the other. In the realm of maternal care I feel 
sure that the latter has far outweighed the 
former and that the prominence given to it in lay 
publications and in the work of diverse women’s 
organizations has been an important factor in 
the saving of mothers’ lives. 

It is the summation of all the educational 
instrumentalities before mentioned, better under- 
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graduate teaching, better organized and more 
thorough training of greater numbers of those 
desiring to specialize, their wider distribution 
beyond academic centres, their influence upon 
the obstetrical practice and their availability as 
consultants in the districts in which they settle; 
the setting up and maintenance of standards of 
hospital organization, the open meetings of 
maternal welfare committees for the purpose of 
instruction and not of censure, and lastly the 
part played by professional and lay publicity in 
informing women of the possible hazards of 
childbearing and of how to avoid them—t is the 
sum of all of these that has made it possible to 
distribute for the benefit of all of the people the 
newer concepts of prophylaxis and treatment 
evolved in our investigative and teaching 
centres. It is just as axiomatic in the medical as 
it is in the commercial world that there is no 
profit in producing unless at the same time means 
for distributing the product are provided. 
Carrying on this analogy we may say that so far 
we have considered only the retailing of 
obstetrical care and so must now look at the 
quality of the article provided. 

I take as a basis for this part of our discussion 
the statistical record of the deaths and their 
causes in the public wards of the Sloane Hospital 
for Women between the years 1922 and 1954. I 
am indebted to Dr. Alvin J. B. Tillman, medical 
attendant to the hospital for compiling the 
figures and putting them in graphic form. 
The Sloane Hospital, affiliated as it is with the 
faculty of medicine of Columbia University 
and since 1927 forming part of a large medical 
centre, may be taken as representative of other 
obstetrical teaching hospitals in the United 
States. Figure 5 shows that the chief causes 
of death have been infection, haemorrhage 
and shock, cardiac disease, embolus, toxaemia 
and hypertension, pneumonia. The figures on 
the left give the number of deaths at 5-year 
intervals due to each cause and not percentages 
of the number of deliveries. If the diagram 
had been constructed on a percentage basis it 
would be even more striking for the number of 
patients has steadily increased each year. 

The next 5-year period will not be completed 
till the end of 1956 but it can be stated that there 
was no death from any cause in 1952 and 1953 
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in a total of 8,177 ward and private deliveries 
and that in 1954 in 4,170 patients there were 
2 deaths, one from cardiac disease in an 
undelivered woman and one from amniotic 
fluid embolus. Since 1946 there has been no 
death from infection, haemorrhage, embolus or 
pneumonia. 

Taking the deaths from each of these various 
causes and following their gradual decline 
through the years we get a picture in greater 
detail than that afforded by national statistics. 
The pattern, however, is essentially the same, 
with only minor divergencies due to the 
differences in numbers. 

Dealing first with sepsis we note that there 
was no reduction in deaths from this cause in 
the first ten years. In 1927, during my first year 
as director there was a very severe epidemic of 
haemolytic streptococcus infection in the course 
of which 24 patients were affected and 9 died. 
From that experience and from that of others 
we learned the importance of the beta-haemolytic 
streptococcus carrier, of the necessity for 
screening by nose and throat culture every 
member of the professional and nursing staff, 
and the exclusion of those who were positive, 
the rigid enforcement of masking of both mouth 
and nose of everyone who had any contact with 
a patient in labour. Stringent regulations for 
more rigid aseptic technique in the delivery 
room were put into effect. These preventive 
measures undoubtedly restricted the numbers of 
patients who became infected but as yet there 
was no specific treatment for those who were less 


fortunate. I had personally gone through the era 
of the intravenous administration of supposed 
antiseptics, the use of serums and vaccines and 
the injection of foreign proteins; all of these and 
many more had been tried, found wanting and 
discarded. Then came blood transfusion, a 
purely supportive measure but one of some 
value. So in the 5-year period ending in 1936 
there was only one septic death less than in the 
five years ending in 1926. Most of the deaths 
however, occurred in the first half of this period. 

The next five years 1937-41 brought a 
dramatic change. In 1936 Leonard Colebrook 
published his epoch-making discovery of the 
therapeutic value of prontosil in streptococcal 
puerperal infection. How sulphanilamide and 
the other sulphonamides have been developed 
from this is a matter of history. When these 
became available the death rate from sepsis 
began a more rapid decline. The number of 
deaths from infection in the Sloane Hospital fell 
from 13 in the five years 1932-1936 to four 
in the corresponding period 1937-1941. 

Then came penicillin the therapeutic properties 
of which, in the human subject, were established 
in 1940 by Florey and his co-workers in Oxford. 
This work stemmed from the observations made 
by Alexander Fleming in 1928 that a mould, 
later identified by him as Penicillium notatum, 
which had inadvertently contaminated a culture 
plate of staphylococcus, had stopped the growth 
and destroyed the colonies with which it was in 
contact; that when the mould was grown in 
broth a substance was liberated which stopped 
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the growth of many bacteria and that this broth England and Wales (Fig. 7) is practically 
was non-toxic to rabbits. The substance he identical with that of the United States, from a 
named penicillin. I have already referred to the high of 1-6 deaths from sepsis per 1,000 total 
active part which Fleming played in planning births in 1935 to 0-8 in 1937 when it falls below 
and promoting its mass production and distri- the toxaemia line. At 0-3 in 1944 it has finally 
bution so that in the early and middle forties it crossed the haemorrhage line, and thereafter 
became available to us. continues as the least frequent cause of maternal 
In the five years 1942-1946 there was only death with the figure of 0-1 in 1953, exactly the 
one death from infection in the Sloane Hospital same as that of the United States. 
and there has been no death from this cause in Whilst we believe that the antibiotics are the 
the past eight years thanks not only to penicillin, major factor in this extraordinary reduction in 
but also to the other antibiotics which have the septic death rate it should be noted that the 
since been developed and which when given sharp decline both in England and Wales and in 
either singly or in combination are effective in the United States began in 1935, some years 
practically every type of infection. before any antibiotic was generally available. 
The story told by the Sloane Hospital record In the years preceding no new therapeutic 
is duplicated in a much larger scale by the agent had come into use other than blood 
figures from the whole of the United States transfusion as a supportive measure. The fall in 
(Fig. 6). The septic death rate had already begun death rate at this period must be attributed to a 
to fall from 2-7 per 1,000 live births in 1935. It lower incidence of the disease resulting from 
rose slightly in 1939 and thereafter underwent better segregation of infected patients, less 
a steady decline till in 1943 it was down to 0-9, traumatic methods of delivery, and more 
the same rate as that of deaths from every other attention to the details of aseptic surgery. Some 
cause except toxaemia. By 1948 it was 0-4, the of us also feel that the streptococcus of those | gua 
same as the toxaemia rate and since then has years did not possess the virulence of that for | ma 
become the least common cause of maternal instance which caused the Sloane Hospital | anc 
death, 0-1 per 1,000 live births. epidemic in 1927. Epidemics go in cycles often | the 
The curve derived from the figures for covering many years. So we must be on our | she 
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guard. Furthermore, it is known that organisms 
may become resistant to the various antibiotics 
and that individuals may become sensitized to 
them so that they may not be given. There 
should, therefore, be no laxity in the enforce- 
ment of the preventive measures instituted 
prior to the antibiotic era. They may not seem 
so important to a younger generation as they do 
to those of us who in the past could avert a 
possible death from sepsis only by protecting 
the patient from acquiring it. Prevention is and 
always will be better than cure. 

Haemorrhage and shock have ranked third 
as causes of maternal deaths in England and 
Wales. In the Sloane Hospital they ranked first 
up to 1926 and thereafter occupied the second 
place. In the graph for the United States they are 
included in deaths from causes other than sepsis 
and toxaemia and their exact number is difficult 
to arrive at. Deaths from haemorrhage and 
shock are related to methods of delivery. 

When I began the practice of obstetrics fifty 
years ago I purchased as the necessary tools of 
my trade an axis-traction forceps, a cranial 
perforator, a cranioclast, a sharp decapitating 
hook and a blunt breech hook to be prepared 
should I one day be called upon by some 


exhausted colleague to complete a delivery 
which he had been vainly trying to effect. 

In my term as obstetrical resident I had seen 
and assisted with many such cases. Looking back 
one wonders not why so many died but rather 
how so many survived these mutilating opera- 
tions. The doctor could not always be blamed 
for he had probably never seen the patient until 
he was called in long after labour had begun and, 
with the faith then reposed in axis-traction 
forceps, but possibly not observing all of the 
restrictions placed upon their use, had proceeded 
to apply them and by main force had attempted 
to deliver the child. These were the so-called 
“failed forceps” cases of that day and many of 
them had to be terminated by craniotomy, or 
embryulcia for the risk of performing Caesarean 
section was far too great. In addition to being 
responsible for deaths due to shock and haemor- 
rhage these cases contributed largely to the total 
septic death rate. 

The change from these practices to those of 
the present day has been a gradual one brought 
about through prenatal determination of pelvic 
size and shape and cephalopelvic relationships 
by direct and X-ray examination, through a 
better understanding of labour mechanisms and 
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by the increasing safety of Caesarean section. 
In broad outline there was first the abandonment 
of craniotomy and embryulcia, then of high 
forceps followed by a gradual reduction in the 
frequency of midforceps application with a 
corresponding rise in the number of Caesarean 
sections. 

The attempt to deliver by forceps with the 
head still above the pelvic brim is definitely and 
permanently relegated to the past. When 
manual and X-ray examination show that there 
is an absolute disparity between pelvic capacity 
and foetal head Caesarean section is performed 
at term or as soon after the onset of labour as 
possible. 

There is, however, a large group of borderline 
cases in which pelvic measurement and pelvic 
form as determined by X-ray examination leave 
a doubt as to whether delivery per vaginam with- 
out gross trauma to mother or child is or is not 
possible. In these a trial labour is indicated and 
it is in them that the often difficult decision has 
to be made between a midforceps delivery from 
below or a Caesarean delivery from above. This 
decision must be arrived at not only in relation 
to the life of the mother but also to that of the 
child. When the risk to the mother becomes 
equalized as between delivery from above and 
from below then the interests of the child both 
as to life and to possible trauma become para- 
mount. That point of equalization was reached 
in the Sloane Hospital in 1938 (Fig. 8).* By the 
end of 1941 the death rate calculated as a per- 
centage of total operative deliveries was slightly 
higher in midforceps deliveries than in Caesarean 
section. Since 1944 to the present year there have 


° Figures 8 and 9 are reproduced by courtesy of the 
publishers of the American Journal of Obstetrics and 
Gynecology, from article by D. Anthony D’Esopo 
(1950). 
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been no deaths in either group and during that 
time there has been a fall in the number of mid- 
forceps deliveries and corresponding rise in the 
number of those delivered by Caesarean section 
(Fig. 9 and Table I). The justification for con- 
tinuing on this course is enhanced by its saving 
of infant lives. Birth injuries have diminished 
as midforceps deliveries have declined and 
preventable foetal deaths have diminished as the 
Caesarean section rate has risen. The same 
result is seen in the 8-3 per cent of breech 
presentations delivered by section. 

We have not yet reached equilibrium as 
between midforceps and Caesarean section, but 
probably the pendulum has swung too far and 
the future trend will be in the direction of a 
lower Caesarean rate. This can be achieved by 
allowing a longer trial of labour to give the head 
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a further chance to reach the lower pelvis and 
from there be easily and non-traumatically 
delivered. If the descent does not occur a gentle 
attempt to deliver from mid-pelvis may be made 
and may be successful. If not the child will be 
still uninjured and subsequent Caesarean section 
will not be prejudiced as it formerly was, thanks 
to the prophylactic use of antibiotics. If some 
such procedure is not followed we shall be in 
danger of failing to train our residents and 
future practitioners in obstetrical manceuvre 
and lead them to believe that there is no inter- 
mediate choice between an unaided labour and a 
Caesarean section. I note that the beginning of 
some such swing is taking place in the Sloane 
Hospital in the past year. In 1950 the ratio of 
Caesarean sections to midforceps deliveries was 
7-1 per cent to 1-1 per cent; in 1954 it was 
7:3 per cent to 2-3 per cent (Table I). 

In the treatment of ante-partum haemorrhage 
there has also been a gradual change from 
vaginal to abdominal delivery. In the last few 
years 70 per cent of cases of placenta praevia 
have been delivered by Caesarean section with 
no maternal deaths and a greatly reduced foetal 
mortality. Hydrostatic bags, vaginal packing 


and podalic version are no longer used and only 
those cases with a minimum of haemorrhage, 
a partial praevia and a soft or partly dilated 
cervix are delivered from below following a 
labour induced or expedited by rupture of the 
membranes. If the initial haemorrhage is small 
and the pregnancy far short of term the patient 
is hospitalized in the hope that no intervention 
of any kind will be necessary until the child has 
reached greater maturity. The same general 
principles apply in cases of accidental haemor- 
rhage. 

The incidence of and deaths from post- 
partum haemorrhage have been reduced by 
the abolition of exhausting and traumatizing 
deliveries, by the earlier expulsion of the 
placenta following the birth of the child by the 
newer oxytocics and of course by timely blood 
transfusion. 

That rare blood condition afibrinogenaemia 
May occur in pregnancy especially in the more 
severe cases of premature separation of the 
placenta. When present in marked degree it may 
result in death from haemorrhage in spite of 
massive blood transfusions. There are now 
methods for rapidly determining the fibrinogen 
level in the blood and there are available pre- 
parations of purified fibrinogen which when 
added to the necessary blood transfusions have 
proved to be life-saving in a number of cases. 

The place of Caesarean section in modern 
obstetrical practice is a subject of continuing 
debate. It has become a safe operation. Thirty 
years ago the performance of 100 sections with- 
out a death was a rarity. Today there are many 
series of one thousand and more with no fatality. 
Does this justify its unlimited use and if not 
what is the optimum limit? I do not believe that 
this can ever be arbitrarily fixed. It will always 
be higher in a mixed population such as that of 
the United States than in a homogenous popula- 
tion as, for instance, in the Scandinavian 
countries. As a procedure it must compete with 
other forms of delivery and become the opera- 
tion of choice only when it has been proved to 
offer a lesser risk for the mother. This position 
it has attained in many of the complications of 
pregnancy and labour which we have been 
discussing. But there may come a point of 
diminishing returns so far as mothers lives are 
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concerned if it is resorted to simply because it is 
the easier and less time consuming measure. 

In these days of planned parenthood and 
small families there is great pressure put upon 
the obstetrician to do a section solely in the 
interest of the child. Whether he should yield 
to this pressure will always be a matter of 
individual judgment based upon the facilities 
available to him and his assessment of the risk. 
A case of prolapsed cord through a rigid only 
partly dilated cervix is an instance in point. I 
note that in recent years several sections have 
been done in the Sloane Hospital on this 
indication and I believe that they were justified. 

Then we must ask the questions does the 
performance of a Caesarean section in a first 
pregnancy deter the patient from undertaking 
another one and if not will there be added risk 
in her future deliveries. Charles M. Steer (1950) 
sought an answer to these questions five years 
ago by a study of the records of 1,295 primi- 
parous patients delivered in the Sloane Hospital 
and noting how many returned for a second 
delivery, with the following result. Spontaneous 
delivery was followed by further childbearing 
in 62 per cent of cases. Caesarean section by 
52 per cent and midforceps delivery by 35 per 
cent. In the cases of haemorrhage and shock, 
which occurred in 15 per cent of the midforceps 
deliveries, only 25 per cent returned. 

In 1-7 per cent of the Caesarean cases rupture 
of the uterine scar occurred in a subsequent 
pregnancy with no maternal but with one foetal 
death. In 3-3 per cent of second or third sections 
the uterine scar was found to be “‘very thin” 
necessitating repair or hysterectomy. In those 
there was no foetal or maternal mortality. The 
cases of ruptured or thin uterine scar were 
equally divided between previous classical and 
low flap operations. The inference is that a 
difficult delivery per vaginam especially if 
accompanied by haemorrhage and shock is a 
greater deterrent to future childbearing than is 
Caesarean section, and that the latter adds little 
to the risk of subsequent deliveries. 

The problem of pregnancy toxaemia as a 
cause of maternal deaths is still far from solved. 
We are not even as far advanced in its solution 
as we were in the case of sepsis prior to the 
advent of the antibiotics, for we do not yet 
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know its cause. We are not so certain of its 
essential pathology as revealed by post-mortem 
examination as we were in puerperal infections. 
The clinical picture it presents prior to con- 
vulsions is not always the same and may be 
little different from that found in other patho- 
logical conditions of the cardiovascular and 
renal systems. So we have had to rely on pre- 
vention and when it has failed to search for 
better methods of treatment in the convulsive 
state. That considerable success has been 
attained is evidenced by the marked fall in the 
incidence of and deaths from eclampsia in those 
countries in which prenatal care is generally 
available. Figures 6 and 7 show the similarity 
in the fall in mortality rates in England and 
Wales and in the United States. In both countries 
the steady decline began around the years 1935 
and 1936, in the United States from an incidence 
of 1-3, in England and Wales from an incidence 
of 0-8 per 1,000 births. In 1950 the rates had 
fallen to 0-2 in both countries. We do not know 
how many patients presenting some or all of 
the clinical picture of albuminuria, hyper- 
tension, excessive weight gain and oedema 
would, if untreated, ultimately develop true 
toxaemia and eclampsia; but we do know that 
by assuming that all of them are candidates for 
it and by treating them accordingly the number 
of eclamptics has been greatly reduced. During 
my tenure of office in the Sloane Hospital we 
had a stretch of five years without a case. But 
we can never tell when there may occur that rare 
case of fulminating eclampsia with no pro- 
dromal symptoms even for as short a time as 
twelve hours before its onset, and we still have 
eclampsia developing in patients under treat- 
ment. There comes a time in some cases when, 
in spite of all the treatment at our command, 
sedation, intravenous magnesium sulphate, 
hypotensive drugs, hormones, regulation of diet 
and fluid intake, etc., the patient gets steadily 
worse. In such, termination of the pregnancy is 
indicated and as a rule Caesarean section is the 
method of choice unless conditions are such as. 
to make induction certain and easy. Many lives 
both maternal and foetal have been saved in this 
way. 

In the presence of actual convulsions on the 
other hand the concensus of opinion is against 
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any obstetrical intervention until the fits have 
been controlled. In the early years of the century 
this was not so. It was then that the Bossi 
dilator, that powerful mechanical contrivance, 
was used to “dilate” the cervix—it usually tore 
it—in order to effect delivery in such cases and 
many patients died not from eclampsia but from 
haemorrhage and shock. Today in most clinics 
it is only in the rare case where the convulsions 
are uncontrollable and in which some accident 
such as cerebral haemorrhage or liver rupture is 
feared that immediate delivery is advocated and 
then preferably by Caesarean section. 

The large volume of literature in recent years 
on the treatment of eclampsia, whilst supporting 
generally the principles above stated, gives 
evidence of a diversity of opinion regarding 
details. In published series of cases the mortality 
rate ranges from zero to 25 per cent by rough 
estimate it is probably about 8 or 10 per cent 
overall. We still await a specific and universally 
applicable therapy based upon a definite 
aetiology. 

In the Sloane Hospital between the years 1922 
and 1951, 1,264 obstetrical patients with cardiac 
disease have been treated. There has been a 
steady rise in numbers in each succeeding year 
but percentage-wise to total admissions there 
has been no increase. Of the 1,264 cardiac 
patients 38 or 3-3 per cent died, which means 
that heart disease ranked third after sepsis and 
haemorrhage as a cause of death over this thirty 
year period. 

In the five years 1922-26 the mortality rate 
was 9-7 per cent, in the period 1947-51 it was 
0-74 per cent. Since then to the present year 
there has been one death. The moct common 
lesion in these cases was mitral valve disease 
with or without cardiac hypertrophy, the most 
common immediate cause of death congestive 
failure, which manifested itself most frequently 
between the 20th and 30th week of pregnancy. 

What are the factors which have contributed 
to this lowering of the death rate of pregnancy 
and labour complicated by heart disease, or 
should one rather say heart disease complicated 
by pregnancy and labour? First and foremost 
must be placed prenatal care which in the case 
of the pregnant cardiac patient means the early 
recognition of the disease and the assessment, 


from past history and physical findings, of its 
potentiality for danger if pregnancy continues. 
In 1936, 14-6 of the pregnancies were terminated, 
some by hysterectomy and two of these died. 
In 1951, 8-9 per cent were terminated in the early 
weeks by simple curettage and none died. Of 
late years in over ninety per cent of all cases the 
pregnancy has been allowed to proceed. These 
patients are kept under close observation not 
only by the obstetrician but also by the internist 
who directs their activities, warns them of the 
importance of reporting any minor infections 
such as a common cold which should call for 
bed rest and other appropriate treatment, 
detects the earliest signs of cardiac strain or 
congestive failure and again institutes the 
necessary rest and medication, warns them that 
they should enter the hospital some time before 
the expected date of delivery, so that they be 
in the best possible condition when labour 
begins. Here the obstetrician takes over and he 
hopes to have a normal delivery or one with 
only minor help by way of episiotomy or with 
or without outlet forceps. Delivery per vaginam 
has become the ideal to aim at, Caesarean 
section being resorted to only on obstetrical 
indications and not primarily because of the 
cardiac complication. In former years Caesarean 
sections were sometimes performed because of 
the opportunity afforded for sterilizing the 
patient. Three deaths followed this procedure 
and it has been abandoned. The abdominal 
distension which may follow even the most 
perfectly performed operation may so embarrass 
the heart and circulation as to cause death in the 
puerperium. After delivery we feel that the 
administration of anticoagulants may have 
reduced the incidence of embolism which has 
proved fatal to a considerable number of patients 
in the past. 

Pneumonia as a complication of pregnancy 
caused almost as many deaths as heart disease 
in the Sloane Hospital up to the year 1941. Since 
then there has been no fatality from this cause 
thanks to the antibiotics. 

In this necessarily sketchy review of some of 
the obstetrical procedures responsible for the 
present low mortality rate only passing reference 
has been made to those ancillary aids which have 
made so many of them possible and safe. With- 


its 
‘tem 
ons. 
con- 
1 be 
tho- 
pre- 

for 
een 
hose 
rally 
arity 

and 
tries. 
1935 | 
ence 
ence 

had 
now 
l of 
ema 

true 

that 
for 
aber 
ring 
| we 

But 

rare 
pro- 
as. 
nave 
reat- 
hen, 
and, 
late, 
diet 
dily 
is. 
the 
h as. 
lives 

this 
the 


852 


out the skilled administration of the anaesthetic 
of choice, without the means of regulating fluid 
and electrolyte balance during and after opera- 
tion, without our present non-operative methods 
for overcoming intestinal distension and ileus, 
without blood transfusion and without anti- 
biotics we would in many respects be back to 
where we were twenty-five years ago. We 
gratefully acknowledge our indebtedness. 
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THE NON-VENEREAL TREPONEMATOSES* 


BY 


R. R. WiLLcox, M.D. 
St. Mary’s Hospital, London 


By treponematoses is meant those disorders 
caused by organisms indistinguishable from 
Treponema pallidum of syphilis. The principal 
diseases in this group are venereal and non- 
venereal syphilis, yaws and pinta. Clinically all 
have much in common and, apart from venereal 
syphilis, from the standpoint of aetiology also. 
An understanding of the non-venereal trepo- 
nematoses gives a proper historical and epi- 
demiological perspective to the venereally- 
acquired syphilis with which we in this country 
are more familiar. 


YAws 
(a) Epidemiology and Distribution 

Yaws probably affects some 50 million persons 
in the tropical belt of the world in Africa, India, 
Assam, Thailand, Indonesia, Northern Australia, 
the Philippines and Pacific Islands, the northern 
countries of South America, the central Americas 
and the Caribbean. About 25 million of these 
cases are believed to be in Africa (Guthe and 
Willcox, 1954) (Fig. 1). 

The presence of yaws is conditioned by 
physiographic, economic, sanitary and other 
environmental factors. Its incidence, apart from 
being associated with temperature, is intimately 
bound to rainfall both as to general and seasonal 
incidence. Humidity is the key—for there is a 
similar association with geological formations 
with poor surface drainage and areas of heavy 
vegetation. 

Yaws is primarily a disease of childhood and 
adolescence (Fig. 2), being transmitted by direct 
contact with secretion from infectious lesions, 
and probably also by indirect contact. Flies have 
also been incriminated. Spread is favoured by 


r Based on a lecture given to the Course on Venereo- 
logy at the Institute of Urology, London, on 8th May, 
1955. 


groups of persons being crowded in small huts. 
The practice of carrying babies at the hip, which 
is learnt early by female children in Africa, 
facilitates the spread of all the non-venereal 
treponematoses in this area. As with the other 
non-venereal treponematoses yaws is a disease 
of rural peoples with low economic standards 
whose children wear few or no clothes and in 
whom the risk of abrasions and other minor 
traumata in the bush is high (Hill, 1953). Yaws 
has often been described as being at “‘the end of 
the road”’. 


(b) Clinical 

The primary sore, or mother yaw, differs from 
a syphilitic chancre, and is a large granulo- 
matous often crusted papule which commonly 
appears at the site of some abrasion 12-20 days 
after infection. It is thus usually seen on the 
exposed parts as legs, arms, buttocks or face. 

In the secondary stage which follows after a 
few weeks, the skin lesions, which are scattered 
over the whole body including the face, resemble 
those of the primary sore. As in syphilis, how- 
ever, there may be a variety of secondary rashes 
to which the term ‘“‘framboesides’’ has been 
applied. Condylomata lata in the ano-genital 
regions, axillae, etc., are common. Moist 
lesions of the palms and soles and periostitis 
are not infrequent. A feature of African yaws is 
an osteoperiostitis of the superior maxilla 
(goundon). The secondary lesions may wax and 
wane with the patient having recurrent infectious 
episodes which do much to perpetuate the 
disease. 

A spirochaete, the 7. pertenue, may be found 
in dark-field specimens of the early lesions and 
is indistinguishable from the 7. pallidum of 


syphilis. Serum reactions to complement- 
fixation, flocculation, immobilization and 
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AGE SPECIFIC ATTACK RATES IN YAWS (JAMAICA) 
AND ANNUAL DISCOVERY RATES FOR EARLY SYPHILIS (BALTIMORE) 
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Fic. 2 
Age distribution in yaws. 


agglutination tests follow a similar pattern to 
that found in syphilis. 

After the secondary stage the disease may 
remain latent for many years—sometimes for 
life—being only detectable by serum test. Late 
lesions include gummata of soft tissue and bone, 
osteo-periostitis, juxta-articular nodes, teno- 
synovitis, and also gangosa which is the term 
applied to a mutilating destructive gummatous 
process involving the bones, cartilage and soft 
tissue of nose and palate. Involvement of the 
cardiovascular and nervous systems is not 
clinically manifest, and congenital transmission 
is not encountered. 

Sturt, who made an expedition to the Murray 
River, Australia in 1830, found a disease amongst 


the aborigines characterized by violent skin 
eruptions, loss of the nose, and osteo-periostitis. 
This complaint irkintja, is still present today and 
is commonly called “boomerang leg”. Hackett 
(1936) considered it to be due to yaws. 


PINTA 

(a) Epidemiology and Distribution 

Pinta was first described as a separate disease 
in Mexico in 1757. It is endemic in Mexico and 
Columbia where approximately 2 per cent of the 
population are affected. It is estimated that there 
are some 250,000 cases in the former and 
400,000 in the latter. It is also present in 
Argentina, Chile, Cuba, the Dominican Re- 
public, Ecuador, Haiti, Peru, Venezuela and 
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certain islands of the Antilles (Fig. 1). It is not 
known for certain outside the Americas. Cases 
reported in other regions are more likely to be 
pintide yaws. Like yaws it is a disease of young 
persons in primitive rural peoples of low 
economic status. It is contracted early in life by 
direct or indirect contact with infectious cases. 
The causative agent 7. carateum is indistinguish- 
able from 7. pallidum and was established in 
1938 (Saenz et al., 1938). Positive serum tests for 
syphilis are usual. 


(b) Clinical 

The primary lesion is a small lenticular 
erythematous papule approximately 1 cm. in 
diameter which enlarges slowly up to 10 cm. or 
so within one or two years. These plaque-like 
papules often become circinate or psoriasiform 
and are salmon-pink in colour. They frequently 
appear on the legs, face, arms and buttocks and 
may be surrounded by satellite lesions which 
fuse with it (Rein et al., 1951; 1952). The 
genitals are not affected. 

The secondary lesions appear from one month 
to one year following infection and are some- 
times few in number. They frequently resemble 
the primary lesion at first but after a few months 
become scaly and pigmented in the centre—at 
first copper-coloured and then slate-blue in 
colour. The components of the eruption show 
different stages of development. Finally the 
pintides regress and become depigmented. 
Complete depigmentation (leucoderma) may 
occur within 3 months to one year but trepo- 
nemes may still be recovered from the lesions; 
in this respect they differ from the depigmented 
lesions of pintide yaws. Early recurrent pintides 
may be observed within 2-3 years, and late 
pintides within 10-15 years, on the same or 
different sites as the early lesions. The late 
pintides may be larger and frequently become 
keratotic, especially on the extremities. 

Bone lesions do not occur although bone pains 
have been reported. There is no certain evidence 
of congenital disease or of cardiovascular or 
neurological involvement; the disease is for 
practical purposes confined to the skin. 

Pinta is not so physically incapacitating as 
syphilis and yaws but may present social and 
mental health problems. Sufferers from pinta 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


may feel stigmatized and may not be accepted 
for employment in urban areas. The disease is 
thus a hindrance to the full utilization of peasant 
labour under expanding industrial conditions. 


ENDEMIC SYPHILIS 
(a) Aetiology and Distribution 

In many areas of the world syphilis is still 
transmitted non-venereally by direct and indirect 
transfer of 7. pallidum among children and 
adolescents through their play, and by drinking 
vessels and common eating and other household 
utensils under crowded substandard conditions 
of living. Typically it is found in primitive rural 
peoples, tending to disappear with their emanci- 
pation, and to reappear under deteriorating 
conditions of poverty and overcrowding in both 
rural and urban areas. Although endemic 
syphilis is now plotted on the world map in many 
places (Fig. 1) there are no precise figures as to 
the total number of sufferers. It is interesting 
that the areas affected are to some extent on the 
fringes of the yaws belt. 

Endemic syphilis has been present in isolated 
mountain villages of Bosnia and parts of Serbia 
in present day Yugoslavia since the 16th century, 
originally blamed on the ebb and flow of the 
Ottoman armies. At the end of World War II 
there were an estimated 100,000 cases (5 per 
cent) among the 2 million inhabitants of the 
rural areas of Bosnia. In this region the use of an 
ornate spouted metal drinking vessel—or ibrik 
—has facilitated its spread. Since 1948 the 
Bosnian syphilis has been the subject of intensive 
mass campaigns organized by the Yugoslavian 
Government and the World Health Organiza- 
tion: today the disease in Bosnia has for practical 
purposes been eradicated. 

Arabs in remote primitive desert villages in 
Iraq, Syria and the Hashemite Kingdom of 
Jordan suffer from a condition called bejel 
(Hudson, 1946; Csonka, 1952) which possesses 
all of the features of endemic syphilis and has 
for a long time been a common childhood and 
family infection (Fig. 3). A similar condition 
has been reported in Iran, Saudi Arabia (balash 
—Chaglassian, Bustani and Anderson, 1952), 
and other Eastern Mediterranean areas. It is 
estimated that this infection may affect a million 
or more persons in this region. 
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AGE WHEN FIRST INFECTED WITH BEJEL 


Graph showing age when 1714 bejel patients 
had mucous patches 
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Fic. 3 
Age distribution in bejel. 

During 1949, while undertaking a venereal 
diseases survey in Southern Rhodesia, the 
author (Willcox, 1951) found another example 
called njovera by the Karanga peoples south of 
Fort Victoria. They used the same name for 
venereal syphilis although it had a different 
intonation. Murray et al. (1952) then described 
a similar condition called dichuchwa in adjacent 
Bechuanaland. The Bechuanaland syphilis was 
extensively reviewed and photographed by 
McArthur in 1923. Although the latter noted the 
large number of infected children he did not 
seem to realize that it was for the most part an 
acquired disease. Currently the endemic syphilis 
of Bechuanaland is the subject of a World 
Health Organization-assisted campaign. 

Other examples of endemic {ci of non- 
venereal syphilis have been reported in French 
Niger Territory (Mathurin, 1953), Greece, East 
Africa, Turkey, Lower Mongolia, Macedonia, 
Tibet, Tahiti, Saudi Arabia and South Africa 
(Sachs and Selesnick, 1953). 

While endemic syphilis tends to disappear as 
civilization advances it may reappear under 
crowded urban conditions as has been reported 
from Madras, from India by Rajam and 
Rangiah (1952), and under deteriorating social 
conditions in post-war Budapest by Fejer (1948). 
Indeed 20 cases of extravenereal syphilis were 
reported in Chicago by Eisenberg, Plotke and 
Baker (1949). Such cases are encountered from 
time to time in this country. (Thus Murrell and 
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Gray (1947) over a 5-year period collected 5 
cases of acquired syphilis in children in 
Edinburgh, and Rees (1954) 6 others from 
Liverpool during 1946-1953.) When such 
scattered cases occur they are not always 
associated with poor social conditions. 


(b) Historical 

The situation of today has been described. In 
former times asexual syphilis was much more 
common. The sibbens of Scotland, first observed 
in 1694 and blamed originally on the troops of 
Cromwell’s Army, the last cases of which were 
still being observed early in the last century, is 
an example near to home (Pollack, 1953). The 
Norwegians had the radesyge, originating it was 
said from the crew of a Russian ship which 
wintered at Stavanger during the year 1710; like 
complaints were later reported from other Baltic 
countries. The “‘spirocolon” of 19th century 
Greece and Russia was of a similar nature. In 
the 18th century also the Indians around St. 
Paul’s Bay and Lake Huron, Canada, suffered 
from a severe epidemic of syphilis resulting 
from the penetration of their territories by the 
White Man. The Ottawa Indians particularly 
were affected and in 1785 there were 5,800 
known cases in this tribe: the children suffered 
in great numbers. 

History provides other examples of “epi- 
demics” of syphilis in susceptible populations. 
The most famous was that which afflicted 
Europe at the end of the fifteenth century and 
soon affected the whole of the then civilized 
globe. Another possible example often offered 
is the Biblical plague of Moab. 

It is thus evident from the past that, if syphilis 
is introduced venereally into a primitive popula- 
tion which has previously been without the 
disease, its effects are not only severe but wide- 
spread. Then, depending on local conditions, it 
may become an endemic disease of childhood. 
Under such conditions the adults are not prone 
to venereal syphilis having contracted it already 
when young. As social advancement occurs, 
entailing more clothes, greater cleanliness, 
different habits of eating and waste-disposal 
(flies), the chains of endemic transmission are 
broken. Close contact as afforded only by sexual 
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intercourse thus becomes the only opportunity 
for the survival of the treponeme. 

Not to be forgotten either in considering the 
asexual spread of syphilis are outmoded customs 
which, by providing an extra link, have often 
maintained the infection at a high level in a 
population even after the disease had evolved 
into a venereal one. In 1578, at Brno in Moravia, 
180 persons were infected as a result of cupping 
operations in the local public baths (Lancereux, 
1868; Bulkley, 1894). In 1727, at Saint Euphemia, 
France, a midwife infected 50 pregnant women 
from a chancre on her finger, which accident 
cannot have been uncommon in the days before 
rubber gloves. In 1752, at Nerac, also in France, 
more than 40 women and children, besides 
several men, developed syphilis as a result of the 
infection being introduced into the wet nurses. 
These persons developed nipple chancres as a 
result of suckling an infected child. Their 
sucklings in due course infected their own 
mothers and they in turn their husbands. 

Through the years considerable numbers were 
infected by the arm-to-arm technique of vaccin- 
ation: others followed the introduction of the 
Eustachian catheter. Chancres resulting from 
circumcision procedures have frequently been 
reported in the literature—and, in more modern 
times, blood transfusion and the tattoo needle 
have occasionally been responsible for the 
transmission of syphilis. 


(c) Clinical 

There are certain clinical features of endemic 
syphilis. Primary sores are rarely seen in the 
children although “throwback” infections, in 
which a healthy mother acquires a nipple 
chancre from suckling her infected child, serve 
to spotlight the existence of that condition in an 
area. It was Colles in the last century who 
postulated that a syphilitic child cannot infect its 
own mother (who is already infected) and it is 
of some satisfaction to know that this law still 
has some value today. The rarity of the primary 
sore is common not only in endemic syphilis in 
primitive rural areas, but in the sporadic 
examples encountered in urban districts of 
developed countries also. It is thought that the 
inoculum of 7. pallidum has to be comparatively 
massive for a primary sore to occur and in 
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endemic syphilis the inoculum is_ usually 
relatively small. Chancres can be produced 
experimentally (Akrawi, 1952). 

The signs first noticed in most cases are 
secondary. These consist of mucous membrane 
lesions of mouth, lips and genitalia, and condy- 
lomata lata. The latter usually are found in the 
ano-genital region, sometimes in the axillae 
or elsewhere: frequently there are split papules 
at the angles of the mouth. The latter, occurring 
in populations afflicted by vitamin deficiency, 
may often be confused with angular stomatitis. 
Adenitis is usual but rashes are less commonly 
seen and tend to be scanty in distribution. Sore 
throat and laryngitis, arising from mucous 
lesions, and bone pains are not uncommon. It 
is such a clinical picture found in children of 
4-10 years which is characteristic of endemic 
acquired syphilis. Such children are too old to 
show persistent or relapsing lesions from early 
congenital syphilis and too young to have 
acquired the disease in venery (Willcox, 1953). 

The late lesions seen are usually gummatous. 
Gummata of mucous membrane, bone and skin 
are encountered. The soft palate, nasal septum 
and naso-pharynx are not infrequently attacked 
and gangosa-like destruction may occur. 

Whether cardiovascular or neurological in- 
volvement, or further transmission congenitally, 
can occur in the childhood cases is not finally 
settled—but possible instances are not commonly 
encountered. These apparent differences from 
venereal syphilis can to some extent be explained 
without postulating the existence of separate 
strains of tgeponeme. In the first place the 
populations affected have, for other reasons, an 
expectation of life of only 30-35 years (Winslow, 
1951), and therefore may not have time in which 
to develop cardiovascular or neurological involve- 
ment. Secondly, syphilitic aortitis is known to be 
very rare indeed in congenital syphilis. Why this 
is so is not known but it is not unreasonable to 
assume that the same factor may operate in the 
childhood form. Thirdly, endemic syphilis is 
encountered in areas where practicai difficulties 
have so far excluded the mass use of the lumbar 
puncture needle. Until a sufficient number of 
cerebrospinal fluid examinations have been 
made the presence or absence of neurological 
involvement must be considered to be sub 
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Fic. 4 
Primary lesion of pinta. (Dr. F. Leon Blanco, Cuba.) 


Fic. 5 
“Throwback” chancre in endemic syphilis of Bechuana- 
land. (Dr. J. Murray, Johannesburg.) 
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(a) Yaws in Nigeria (Dr. J. Denfield.) 
(6) Njovera in Southern Rhodesia. 
(c) Dichuchwa in Bechuanaland. (Dr. J. Murray, Johannesburg.) 
(d) Bejel in Iraq. (Dr. C. W. Csonka, London.) 
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THE NON-VENEREAL TREPONEMATOSES 


judice; although investigations made so far 
indicate that neurological involvement does 
occur. Finally congenital transmission is known 
to be unlikely in venereal syphilis of adults 
when the mother has been infected 10 or more 
years prior to conception. It is even less likely 
after the greater number of years which usually 
elapse between a childhood infection and 
marriage. 

The clinical illustrations of early and late 
lesions have been chosen in the main to show 
the similarities which occur in these conditions 
(Figs. 4-13). 


TREATMENT OF THE NON-VENEREAL 
TREPONEMATOSES 


Space does not permit a detailed consideration 
of treatment. In recent years much has been done 
by the specialized agencies of the United Nations 
—by the World Health Organization in pro- 
viding technical inspiration and assistance, and 
by the U.N. International Children’s Emergency 
Fund in furnishing materials. These bodies have 
assisted many countries to deal with the situ- 
ation themselves. The magnitude of these 
operations is now most impressive. By the end 
of 1954 more than 25 million persons had been 
examined and 6 millions treated in campaigns 
carried out particularly in Haiti, Indonesia, 
Laos, Phillipines, Thailand and Yugoslavia 
(World Health Organization, 1954). 

In these operations, which have been based 
on the mass use of penicillin, certain lessons 
have been learnt (Guthe ef al., 1953). In brief, 
they are: 

(1) It is desirable to establish a pilot or control 
area properly equipped with laboratory facilities 
where the extent of the disease and its response 
to treatment under local administrative and 
geographical conditions can be evaluated before 
applying it in a general fashion to the area as a 
whole. 

(2) In the mass campaign proper it is desirable 
that the whole population be examined. Experience 
has shown that with the establishment of per- 
manent clinics and relying on voluntary atten- 
dance, even with suitable propaganda, less than 
50 per cent of the population will be reached. 
If mobile clinics are added in strategic areas the 
figure may increase to 70 per cent. However, if a 
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village to village, kraal to kraal, individual to 
individual technique is used the percentage will 
be 90 or more. 

(3) It is essential to give preventive or 
‘abortive’ treatment to contacts. Although this 
may be a vexed question in the minds of some 
people when considering venereal syphilis in 
western cities (King, 1954) there is no doubt 
whatsoever of its necessity in the mass manage- 
ment of the non-venereal treponematoses 
(Willcox, 1954). If the asymptomatic contacts 
are not treated pari passu with the symptomatic 
ones the campaigns will, in the long run, fail. 

Mass campaigns often have to be conducted 
without serological control. If asymptomatic 
contacts are not treated persons in the incubation 
period and latent cases will be missed. Contacts 
have been defined differently in different areas 
according to the prevalence of the disease and 
environmental conditions. In some areas of low 
prevalence only members of infected households 
have been included. In others all children at risk 
under 15 years of age are taken, while in areas 
of very high prevalence all community members 
are considered to be at risk and are treated as 
contacts. 

(4) It is necessary to revisit an area after mass 
treatment. Follow-up examinations are essential 
in order to deal with cases missed at the first 
examination—owing to default or because they 
were in the incubation period at the time, with 
patients who have relapsed, or have recently 
migrated into the area. At these re-surveys it is 
necessary again to examine the entire population. 
In areas of high prevalences the re-examinations 
should continue at intervals of approximately 
one year. 

The foregoing points are well illustrated by 
the experience of one village of 573 inhabitants 
in Yugoslavia (Grin, 1953). At the First Survey 
in August, 1948, 29 cases of secondary syphilis 
were found when the mass treatment campaign 
directed at infected cases only was launched. 
When the entire population was again examined 
at the Second Survey 22 months later only 5 
cases of secondary syphilis (? reinfections) were 
found among those originally treated but no less 
than 24 were discovered among the remaining 
population. A// cases and household contacts were 
then treated. Four months later a third survey 
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was made and 4 cases of infectious syphilis were 
found, none of which had been among those 
originally treated. These and household contacts 
were given penicillin. A Fourth Survey was 
carried out 30 months from the first survey and 
no infectious case of syphilis was found. In 
November, 1951 the village was still free from 
endemic syphilis. 


Penicillin and Dosage 

In the mass campaigns the treatment has 
consisted of penicillin alone. In such operations 
a reasonable efficiency with a single injection 
technique is, providing infectivity is eliminated, 
obviously preferable to a more complicated 
technique even if its efficiency is nearly perfect. 
Procaine penicillin G with aluminium mono- 
stearate (PAM) which meets the World Health 
Organization specifications has proved ad- 
mirable for this purpose. The injection, which 
is given intramuscularly, is easy to give, is well 
tolerated, is relatively free from side-effects 
(penicillin sensitivity is in any case very rare in 
populations who have not received the drug 
before), is excellent in rendering patients non- 
infectious in a matter of hours, and will, even 
with single injections, bring about permanent 
cure in a high percentage of cases. 

The minimum dosage at present recom- 
mended for yaws cases and contacts is shown 
in Table I. For early and active yaws single 
doses of 0-3 to 1-2 mega units of PAM are given 
depending upon age. For latent and inactive 
cases and contacts doses of 0-3 to 0-6 mega 
units are employed. 


TABLE I 
Minimum Dose of PAM Recommended for Yaws Cases 


Early and Late Latent Cases 

Age-Group Active Cases and Contacts 
Under 2 years 300,000 units 300,000 units 
3-10 years 600,000 units 600,000 units 
11-18 years .. 900,000 units 600,000 units 
18 years and over 1,200,000 units 600,000 units 


For endemic syphilis a higher dosage, a 
minimum of 1,200,000 to 2,400,000 units is 
used; while a minimum of 2,400,000 units is 
recommended for primary venereal syphilis, and 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


4,800,000 units for secondary venereal syphilis. 
There is now no world shortage of penicillin. 
In 1953 the world production exceeded 500 tons. 
Many countries, however, are unable financially 
to order their full requirements. Thus a minimum 
dosage is recommended. The cost per patient 
treated in a mass campaign is 1-25 dollars and 
0-12 dollars per person examined—which 
figures include all national and international 
expenditure (World Health Organization, 1954). 
These costs are small for the price of health. 

Currently trials are under way with bene- 
thamine and benzathine penicillins (e.g., Grin 
et al., 1954). With the latter a considerably 
more prolonged penicillinaemia can be obtained 
dose for dose than with PAM. Whether either 
of these penicillins will replace PAM remains to 
be seen. 

It is realized that a method which relies on 
treatment to eradicate a disease has certain 
disadvantages. Unless environmental conditions 
are changed there is a danger that the disease 
may once again become endemic once pre- 
cautions are relaxed. However experience gained 
in Yugoslavia and elsewhere has, so far, been 
most encouraging. 

As a result of these campaigns, and the 
stimulus they offer for their example to be 
copied in other parts of the world, the words 
“‘yaws” and “‘pinta’’, and the more exotic terms 
used to describe the various local variants of 
endemic syphilis, may one day be added to the 
Plague of Moab and the sibbens of Scotland 
in the long list of extinct but historical diseases. 


Obstetric Problems Offered by the Trepone- 
matoses 

In their own habitat the non-venereal trepone- 
matoses offer theoretical rather than practical 
problems as there is no obstetric service and the 
remedy is the mass campaign. If social con- 
ditions have advanced to the point at which 
trained midwives are available the diseases 
themselves are found either to be extinct or to 
be on the wane. 

There is no direct evidence that the non- 
venereal treponematoses impair fertility. Indeed 
the most horribly disfigured woman with 
gangosa may become pregnant. Neither is the 
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miscarriage rate apparently higher in populations 
with non-venereal treponematoses than in other 
native populations of the towns, although such 
is often difficult to determine when miscarriage 
from divers causes is common. 

However, during the survey in Southern 
Rhodesia previously mentioned (Willcox, 1949), 
it was noted that the miscarriage rate of 1,546 
pregnancies amongst Africans in the rural areas 
(including those where njovera was found) was 
36-2 per 1,000 pregnancies while in Bulawayo 
itself, where the prevalence of venereal syphilis 
in Africans was lush, the figure was 59-8 per 
1,000 in 936 pregnancies. When only mis- 
carriages occurring after 4 months (e.g., those 
likely to be syphilitic) were considered the 
difference was even more striking. Thus endemic 
syphilis did not seem to be an important factor 
in the cause of miscarriage. As far as labour 
proper is concerned periostitis and osteitis of the 
pelvic bones are not a clinical entity seriously 
to be taken into account. 

For reasons stated, the non-venereal trepone- 
matoses being generally diseases of childhood, 
the pregnant woman is unlikely to have the 
disease in an infectious state. If she has, and it is 
endemic syphilis, it is not unreasonable to 
assume that congenital transmission may take 
place. With all, however, if congenital trans- 
mission does not occur, contact infection in 
infancy will. 

The point at which the treponematoses offer 
serious obstetric problems is at the stage of 
social development at which serum tests for 
syphilis are performed on expectant mothers. 
The world tendency is for this method of case- 
finding to be extended as in the introduction of 
syphilis control into previously untouched areas 
when it serves as a convenient spearhead of attack. 
Moreover, it is economical as by treating the 
expectant mother two cases are treated for the 
price of one. 

It is cases of treponematoses discovered in the 
latent stage which cause difficulty as there is no 
known test (be it complement fixation, floccu- 
lation, immobilization, or agglutination) which 
will distinguish them from the latent stage of 
congenital or venereal syphilis. If the positive 
serum tests are due to venereal syphilis the 
condition, owing to the age group of most 
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‘pregnant women, is likely to be transmissable 


to the child. For this reason one has no other 
option but to treat as for venereal syphilis and 
this procedure is more extravagant in penicillin. 

The problem of positive serum tests for 
syphilis due to yaws is an increasing one in the 
obstetrical clinics of this country as more and 
more of the West Indians and West Africans 
who have come to our shores in recent years 
bring their womenfolk also. In this country, 
however, there is relatively little syphilis and 
penicillin is plentiful and reasonably cheap. If 
only in the interests of the child one should play 
for safety and give the full treatment for venereal 
syphilis to all expectant mothers with confirmed 
positive serum tests even if they are considered 
as possibly due to old yaws infections. 


SUMMARY 
(1) The geographical distribution, aetiology 
and clinical features of yaws, pinta and endemic 
syphilis have been described. 
(2) The endemic syphilis of today has been 


considered in its historical perspective. 


(3) The scope of the World Health 
Organization-assisted campaigns against the 
non-venereal treponematoses and the lessons 
learnt by them have been reviewed. 

(4) The obstetrical problems offered by these 
diseases have been considered. 


Some of the illustrations have appeared either 
in the author’s Textbook of Venereal Diseases, 
or Progress in Venereology—both published by 
Heinemann Medical Books Ltd. of London, 
or in Treponematoses—a world problem (see 
references) published by the World Health 
Organization. Thanks are expressed to the 
publishers for permission to reproduce them. 
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THE NEPHROTOXIC ACTION OF ANTI-PLACENTA SERUM IN RATS 


BY 


W. T. E. McCauGuey, M.D. 
From the Institute of Pathology, Queen’s University, Belfast 


It is of interest that rabbit anti-rat placenta 
serum has been shown to be capable of pro- 
ducing chronic glomerulonephritis in rats, 
identical to that produced by rabbit anti-rat 
kidney serum (Seegal and Loeb, 1946). In this 
work occasional similar cases of chronic 
glomerulonephritis were encountered in rats 
treated with anti-rat erythrocyte and anti-rat 
serum sera, and also in untreated stock. Smadel 
(1936) found that anti-sera to rat erythocyies, 
serum, heart and liver had no nephrotoxic 
action; one batch of an anti-brain serum was, 
however, mildly nephrotoxic. It would seem, 
therefore, that there is some common antigen 
possessed by rat kidney and placenta, the anti- 
body to which has a nephrotoxic action, and 
that at least some other rat tissues do not 
possess this antigen or only in small amounts. 
In this work by Seegal and Loeb and in a sub- 
sequent paper (Loeb et al., 1949) no study of the 
histological changes in the kidney during the 
first 3 months of the anti-placenta serum disease 
was made. It was therefore decided to investigate 
the changes occurring in the early stages of anti- 
placenta serum nephritis in the rat in the hope 
of ascertaining if they have any specific features, 
since it is impossible to decide this point in the 
burnt out picture of chronic glomerulonephritis. 


MATERIALS AND METHODS 


Preparation and Administration of Anti-placenta 
Serum 

Placentae were removed with sterile pre- 
cautions from pregnant rats of the Wistar strain 
within a day or two of term. Following perfusion 
with 0-9 per cent saline to free them of naked 
eye blood, the placentae were ground into a 
fine paste and made up to a dilution of 1 in 10 
with 0-9 per cent saline. This suspension was 
5 Pi. 


kept in a frozen state and used within 3 days. 

Five ml. of the suspension was administered 
intraperitoneally to 2 Aylesbury ducks twice a 
week for 3 weeks. This course was repeated 4 
times in 9 months (a 4-months delay between the 
second and third courses was due to difficulty in 
obtaining pregnant rats under the existing cir- 
cumstances). In addition 3 ml. of 10 per cent 
placenta suspension were given intraperitoneally 
to 2 young adult rabbits weekly for 3 weeks and 
following a week’s rest the course was repeated. 
With both groups of animals blood was with- 
drawn by cardiac puncture 14 days after the last 
injection and the serum separated by centri- 
fugation. All serum was detoxified by heating 
at 56°C. for 30 minutes. It was then stored at 
approximately 0° C. until required which was 
usually within one week. The action of the 
anti-serum was tested on female rats of the 
Wistar strain between 80 and 120 days old. The 
anti-serum was injected intravenously, usually 
into a tail vein exposed to direct vision under 
ether anaesthesia. Occasionally foot veins were 
used. Injections were given slowly over a period 
of 2 to 3 minutes. 


Urine 

The heat and acetic acid method was used for 
detection of albumen and the benzidine test 
for detection of haemoglobin. The urine of 
all rats used was tested for albumen on several 
occasions before commencing the experiments 
and no animal was used which showed more than 
the slight degree of albuminuria commonly 
found in the female rat. 


Fixation of Tissue 

All blocks of the viscera were fixed in Helly’s 
solution; blocks of kidney were also stored in 
10 per cent neutral formalin. 
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Staining Methods 

For staining of renal tissue sections were cut 
as close as possible to 3 u. Haematoxylin and 
eosin was used routinely. Representative kidney 
sections were stained by the periodic acid- 
Schiff’s routine (P.A.S.) and by its allochrome 
modification. The acid picro-Mallory method 
was occasionally employed and Scharlach R 
was used for the demonstration of fat. 


RESULTS 


The Effect of Duck Anti-rat Placenta Serum on 
the Kidney of the Non-pregnant Rat 

Sixteen rats each received 1 ml. of the anti- 
serum on two successive days. One rat was 
sacrificed during each of the four successive 
days. The other rats were all unilaterally 
nephrectomized 2 to 3 weeks later with 2 opera- 
tive deaths. The remainder were sacrificed in 
pairs during the next 16 weeks. 

Clinical Effects. Following injection recovery 
from the anaesthetic was rapid but for about one 
week afterwards the rats were drowsy and 
irritable. They then improved greatly and all 
remained well until sacrifice. A moderate 
degree of albuminuria developed towards the 
end of the first week and remained at moderate 
but definite levels for between 3 and 5 weeks 
when it became insignificant in all save 2 animals 
in whom it persisted at a moderate level until 
sacrifice at 10 and 14 weeks respectively. During 
the second week a number of rats showed 
transient increases of body weight of up to 10 
per cent without any external evidence of 
oedema. No haemoglobinuria or haematuria 
was detected during the first week and no signifi- 
cant alteration in the urinary sediment was 
noted at any stage of the experiment. 

Kidneys. Apart from some pallor and slight 
swelling of the kidneys when examined in situ 
during nephrectomy and hypertrophy of the 
remaining kidney following nephrectomy, no 
noteworthy naked-eye changes were seen. 
Striking microscopical changes were seen in 
kidneys obtained from nephrectomy 2 to 3 
weeks after injection. The glomeruli showed 
slight to moderate enlargement and appeared 
denser and more ischaemic than normal. The 
individual lobules had sometimes assumed a 
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club-like form, their capillary walls appeared 
thickened (Fig. 1) and the capillary lumina were 
narrowed. The glomeruli often showed a con- 
siderable increase in their nuclear content (Fig. 
2) though there was some variation from lobule 
to lobule within the glomerulus. The nuclei were 
often rather large and irregular and stained 
hyperchromatically. Very few polymorphs were 
present. The tubules generally showed little 
change apart from an occasional hyaline cast in 
the collecting tubules, some hyaline droplet 
change in the cytoplasm of the convoluted 
tubules and some excess of granular material in 
their lumina. No vascular changes were noted. 
The periodic acid-Schiff stain by its clear 
demonstration of the epithelial basement mem- 
brane of the glomerulus clarified some of the 
glomerular changes seen on the haematoxylin 
and eosin section. The epithelial basement mem- 
brane itself was unaltered but the endothelial 
cytoplasm within the basement membrane was 
swollen so that sometimes it appeared to occlude 
the capillary lumen (Fig. 3). This cytoplasm 
often had a rather vacuolated appearance and its 
inner margin was often prominent. The epithelial 
cell cytoplasm was also swollen and slightly 
vacuolated. When P.A.S. was counterstained 
with haematoxylin a higher proportion of the 
nuclei lay within the capillary loops than outside 
them, and it seemed, therefore, that endothelial 
cell proliferation accounted for some of the 
increased cellularity of the glomerulus. The 
P.A.S. stain demonstrated very clearly the 
hyaline droplet change in the tubules and also 
stained with varying intensity the casts and 
granular debris in the tubules. The allochrome 
method of counterstaining P.A.S. added little 
new information but illustrated well the blood- 
less nature of the glomeruli and the fact that 
there was a considerable increase in glomerular 
cytoplasm. 

An animal killed on the Sth day following 
injection showed slight glomerular changes of 
the type mentioned but in those animals killed 
during the previous 3 days the kidneys appeared 
normal. In all but 2 animals killed from the 8th 
week onwards the kidneys showed an almost 
complete or complete return to their normal 
appearance. The 2 exceptions were the 2 rats with 
persistent albuminuria, which presented a rather 
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different appearance from the other cases when 
sacrificed at 10 and 14 weeks respectively though 
they had been identical at the time of nephrec- 
tomy. The glomeruli in both these animals were 
now of normal size and cellularity but the 
capillary walls were still thickened and in 
addition had a rather hyaline appearance. Some 
hyaline casts and considerable tubular hyaline 
droplet change were present. The P.A.S. stain 
showed that the thickening of the capillary walls 
was due to a swelling of the epithelial cell cyto- 
plasm and this cytoplasm now contained 
frequent hyaline droplets (Fig. 4). Apart from 
this the glomeruli appeared quite normal. 

Other Organs. No significant changes were 
found on macroscopic and microscopic examina- 
tion of the heart, lung, liver and spleen. 


The Effect of Duck Anti-rat Placenta Serum on 
the Kidney of the Pregnant Rat 

Eight rats between the 10th and 18th day of 
pregnancy were given 1 ml. of anti-serum 
intravenously on 2 successive days. They were 
nephrectomized at 5 days, 2 weeks and 4 weeks 
respectively and then sacrificed at intervals up 
to 20 weeks. The clinical behaviour of these rats 
was similar to the non-pregnant group except 
that in no case did significant albuminuria 
persist after the Sth week. The renal changes 
were of an identical nature and in the 4 animals 
killed after the 8th week had resolved. 

Two rats in the earlier stages of pregnancy 
{10 and 12 days) at the time of injection gave 
birth on the 19th and 20th days respectively to 
small and immature foetuses. (The normal 
period of gestation in a rat is around 24 days.) 
The other rats went to term and their foetuses 
appeared normal. 

Control Animals. Injection of similar amounts 
of normal duck serum did not produce either 
illness, albuminuria or renal changes in 10 rats 
studied. 


The Effect of Rabbit Anti-rat Placenta Serum on 
the Kidney of the Non-pregnant Rat 

In the initial experiment 10 rats were given 

doses of anti-serum ranging from 2 ml. in a 

single dose or two divided doses to 0-5 ml. 

in a single dose. The clinical effects were very 

slight as were the renal changes in neph- 
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rectomy specimens obtained 2 to 3 weeks after 
injection. In view of this, 3 of these animals 
which had been nephrectomized and one which 
had not been nephrectomized were given further 
doses of another batch of anti-serum 4 weeks 
after their previous injection, together with a 
fresh group of 5 rats. 


Group A 

The animals which had been previously 
injected were given 0-5 ml. of anti-serum 
intravenously on three successive days. 

Clinical Effects. After the last injection all the 
animals were ill-looking and drowsy and had 
developed considerable albuminuria. By the 
beginning of the second week albuminuria had 
become gross and the urine boiled solid in two 
cases. Gross oedema with increase in body 
weight of between 30 and 40 per cent developed 
in 3 rats, whilst the remaining rat showed a 20 
per cent increase in weight. At the end of the 
second week 2 grossly oedematous rats died with 
severe diarrhoea. The 2 remaining rats recovered 
during the next week and their oedema cleared 
rapidly though they continued to have moderate 
to heavy albuminuria with some cylindruria 
until sacrifice 12 weeks later. After the third 
injection a transient moderate haemoglobinuria 
was detected in all 4 rats but without any 
obvious increase in the urinary red blood cells. 

Kidneys. The 2 rats which died during the 
second week showed gross anasarca. The 
remaining kidney, in each case, was greatly 
swollen and very pale with oedema fluid lying 
under the capsule. The cut surface showed 
marked cortical swelling and pallor of both 
cortex and medulla. In the 2 rats sacrificed at 12 
weeks there was marked pallor of the kidneys 
and in the animal which had not been previously 
nephrectomized both kidneys were moderately 
swollen. Microscopically the kidneys of the 2 
animals dying during the second week with 
gross oedema showed marked changes especially 
in the cortical tubules, which were considerably 
dilated in places, with associated flattening of 
their lining epithelium, and numerous hyaline 
casts in their lumina; no fat was demonstrated. 
In one animal the glomeruli were of normal size 
and cellularity but the capillary walls were 
obviously thickened (Fig. 5). A number of 
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capillary loops contained fibrin thrombi or a 
deposit of fibrin along their inner margins and 
the P.A.S. stain showed marked thickening of 
the epithelial basement membrane in these 
capillaries though there was no change in 
capillaries without thrombus. The capillary wall 
had undergone fibrinoid degeneration in a few 
places (Fig. 6). The thickening of the capillary 
walls was due both to deposition of fibrin on the 
inside wall of the capillaries and to some 
swelling of endothelial cytoplasm. The epithelial 
cell cytoplasm was not increased in amount. In 
the other case the glomeruli were rather more 
cellular in appearance and the epithelial and 
endothelial cytoplasm was more prominent. 
The capillary walls were thickened due to this 
increase in cytoplasm. Only occasional fibrin 
thrombi were seen in the capillaries. 

The 2 remaining animals killed 12 weeks later 
showed some alteration in the glomerular lesion. 
The capillary walls were still thickened but this 
was now due to plump epithelial cells containing 
occasional hyaline droplets lying on the normal 
basement membrane. The endothelial cytoplasm 
was not increased in amount. Some hyaline 
casts were seen in the cortex and medulla and 
the convoluted tubules showed some hyaline 
droplet change. 


Group B 

Five rats received 0-5 ml. of the anti-placenta 
serum intravenously on four successive days. 

Clinical Effects. The reaction to the same anti- 
serum was rather more severe than with Group 
A and 3 of the rats died towards the end of the 
first week. After the fourth injection 3 rats had 
slight haemoglobinuria without obvious haema- 
turia. Three days after the last injection the 3 
animals then surviving had developed a heavy 
albuminuria. Three months later the 2 remaining 
animals still had heavy albuminuria. In the 
second week after injection both these animals 
had marked oedema, in one the body weight 
being increased by 35 per cent and in the other 
by 25 per cent. This persisted for 4 or 5 days 
and then rapidly disappeared. A considerable 
increase in the number of hyaline casts in the 
urine occurred in 1 of these cases. 

Kidneys. In the 3 animals dying towards the 
end of the first week there was no obvious 
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oedema. The kidneys were rather swollen and 
pale. One of the 2 remaining animals when 
nephrectomized at one month showed some 
swelling and pallor of the kidneys. At sacrifice 
2 months later both animals showed renal pallor 
and in the animal which had not previously been 
nephrectomized both kidneys were slightly 
enlarged. 

Microscopically the kidneys of the 3 animals 
dying towards the end of the first week showed 
slight enlargement of the glomeruli with some 
swelling of the epithelial and endothelial cell 
cytoplasm resulting in a little thickening of the 
capillary walls. One of these animals had 
numerous fibrin thrombi in the glomerular 
capillaries. There was some tubular dilation, 
hyaline droplet change and a few hyaline casts 
in the medullary tubules in all 3. In 2 some fat 
droplets were present in the convoluted tubules. 

There were marked changes in the kidney of 
the animal nephrectomized at one month. The 
glomeruli were moderately enlarged and their 
cellularity increased. The capillary walls were 
thickened and the capillary loops considerably 
narrowed. In a few places the epithelial cells had 
an arrangement which suggested early crescent 
formation (Fig. 7), and in all glomeruli they were 
very prominent though endothelial nuclei were 
still more numerous. The epithelial basement 
membrane remained unaltered and the thicken- 
ing of the capillary wall was largely due to the 
swelling of the epithelial cell cytoplasm. Some 
convoluted tubules were dilated and a number 
of hyaline casts were present in both cortex and 
medulla. No fat was detected. Two months later 
the other kidney presented a similar type of 
picture, though now the glomeruli were less 
cellular and ischaemic. The epithelial cells were 
still very prominent and their cytoplasm was 
still further swollen, though no crescents were 
present as the earlier picture might have 
suggested (Fig. 8). The cytoplasm of the 
epithelial cells now stained more intensely 
with P.A.S. and some hyaline droplets were 
noted. 

The other animal killed at this time presented 
a similar picture though the glomeruli had a 
more simplified pattern. 

Other Organs in Groups A and B. In those rats 
dying in the early stages the liver appeared dark 
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A typical glomerulus in eclampsia showing marked increase 

in the amount of both epithelial and endothelial cytoplasm. 

There is some hyaline droplet change in the epithelial cell 
cytoplasm (top right). Periodic acid-Schiff. x 500. 
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THE NEPHROTOXIC ACTION OF ANTI-PLACENTA SERUM IN RATS 


and congested. Microscopically congestion was 
marked but no haemorrhage or necrosis was 
present and the liver was otherwise normal. The 
heart and lungs showed no changes. In the 
animals with congested livers the spleen was 
noted to be about half its normal size. No 
microscopical explanation was found for this 
though one of the shrunken spleens contained 
a considerable increase in plasma cells. 
Controls. Ten rats injected with normal 
rabbit serum and studied in the same way as the 
others showed no renal or other changes. 


DISCUSSION 


The disease produced in the rat by anti- 
placenta serum in these experiments might well 
be described as a membranous glomerulo- 
nephritis since thickening of the capillary walls 
of the glomeruli was perhaps the most striking 
change. The thickening of the capillary walls 
was due initially to an increase in the amount of 
endothelial and epithelial cell cytoplasm and 
some increase in the numbers of these cells, but 
in those animals in which the disease showed a 
tendency to become chronic 2 to 3 months after 
its commencement, an increase in the epithelial 
cell cytoplasm alone was the striking feature. 
_ The nephritis produced hy the rabbit anti-serum 
was more severe than that due to duck anti- 
serum as shown by the heavier albuminuria and 
by the fact that the 4 rats which survived the 
early stages of the disease all seemed likely to 
develop a chronic disease, whereas only 2 out of 
9 rats treated with duck anti-serum showed a 
similar tendency. This is not likely to be due to a 
difference in the animal species producing the 
antibody since it has been shown that duck anti- 
kidney serum produces a higher incidence of 
chronic nephritis than rabbit anti-kidney serum 
(Heymann et al., 1952) and is more probably 
related simply to a difference in the amount of 
anti-placenta antibody in the anti-sera. 

The presence of fibrin deposition in the 
glomerular capillaries of rats treated with rabbit 
anti-placenta serumi may be a non-specific effect. 
Smadel (1936) stated that a specific or good 
anti-kidney serum did not cause the formation 
of fibrin thrombi in the glomeruli. The occur- 
rence of haemoglobinuria may be a more specific 
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effect since Lippman, Marti and Campbell (1952) 
found that nephrotoxic globulin isolated from 
anti-sera to unwashed kidney antigen was still 
capable of inducing haemoglobinuria after 
repeated absorptions with rat and sheep 
erythocytes. 

It is remarkable and inexplicable that preg- 
nancy does not reduce the nephrotoxic properties 
of anti-placenta serum as it might be expected 
that the placenta would take up some of the 
circulating antibody and thus reduce the renal 
damage. Loeb et al. (1949), indeed, found that 
pregnancy enhanced the nephrotoxic action of 
anti-placenta serum though from the high 
incidence of abortion in their animals it might 
be thought that some of the anti-serum was 
reacting with the placenta. The small series of 
pregnant rats treated in the present experiments 
appeared to suffer similar renal damage to the 
non-pregnant animals. As rats eat their placentae 
soon after birth, it was unfortunately not 
possible to examine the placentae histologically. 

The results obtained are not incompatible with 
those of Seegal and Loeb (1946) in which chronic 
glomerulonephritis was induced in over 50 per 
cent of pregnant and non-pregnant rats treated 
with anti-placenta serum. It is quite possible that 
in those animals in the present study in whom the 
nephritis seemed likely to become chronic the 
glomeruli might ultimately have undergone 
fibrosis and crescent formation as occurs in the 
chronic disease. It is known that rats may take 
many months to develop chronic nephritis after 
anti-kidney serum. 

There has been a considerable variation in the 
renal changes described by different workers in 
the early stages of anti-kidney serum disease. 
Some have noted marked proliferative and 
exudative glomerular changes in both rats and 
rabbits similar to that occurring in human 
acute glomerulonephritis (Masugi, 1934; Arnott, 
Kellar and Matthew, 1936; Hackel, Portfolio 
and Kinney, 1950; Lippman ef al., 1952). 
Others describe a more degenerative and non- 
proliferative picture in the glomeruli with 
thickening of the capillary walls, swelling of the 
endothelial cells and sometimes a little cellular 
proliferation. As the disease becomes chronic 
epithelial cells become more conspicuous 
(Smadel, 1937; Solomon et al., 1949; Heymann 
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and Lund, 1951). That these differences may be 
accounted for by the dosage or potency of the 
anti-serum is suggested by the work of Ehrich, 
Forman and Seifer (1952). The changes pro- 
duced by anti-placenta serum correspond more 
closely with the non-proliferative variety of anti- 
kidney serum nephritis. 

It seems likely that anti-kidney and anti- 
placenta serum disease are very similar. That 
this link may be due to basement membrane is 
suggested by some recent work in which it has 
been shown that glomerular basement membrane 
is twenty times more active antigenically in the 
production of nephrotoxin than combined 
glomerular endothelial and epithelial cells 
(Krakower and Greenspon, 1951) and also that 
fluorescein conjugated globulin from anti-sera to 
rat kidney, glomeruli or lung reacts in vitro with 
basement membrane and reticulin in many 
organs and also neurilemma and sarcolemma 
(Cruickshank and Hill, 1953). This work would 
indicate that any basement membrane-con- 
taining organ might be capable of producing 
nephrotoxic anti-sera, its potency being deter- 
mined by its basement membrane content. As 
can be well demonstrated by P.A.S. the basement 
membrane content of both kidney and placenta 
is high. On the other hand if basement membrane 
were the active antigen one would expect to see 
the anti-serum damaging organs other than 
kidney in view of the widespread distribution of 
basement membrane, yet this has not occurred 
in either anti-kidney or anti-placenta serum 
disease. The high concentration of basement 
membrane within the vascular network of the 
glomerulus might explain this. 

It has become generally accepted in recent 
years that the basis of acute glomerulonephritis 
is some kind of allergic mechanism associated 
with streptococcal infection. It is hard, however, 
to apply the mechanism of experimental anti- 
kidney serum disease to it though there is a 
marked clinical and pathological similarity. That 
a similar mechanism might exist in human pre- 
eclamptic toxaemia is suggested by the work of 
Kaku (1953) in which it was found that the 
serum of women with pre-eclamptic toxaemia 
frequently contained an antibody to a poly- 
saccharide isolated from human placenta, and 
which was only rarely present in the serum 
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of non-toxaemic pregnant and non-pregnant 
women. In addition, changes in the liver and 
kidneys of rabbits similar to those occurring 
in toxaemia were brought about when placental 
polysaccharide was injected into pregnant or 
sensitized animals. In this connexion it is of 
interest to note a certain similarity between the 
early renal changes produced by anti-placenta 
serum and those occurring in human toxaemia 
of pregnancy. The renal lesion in toxaemia has 
been described by Allen (1952) as a form of 
membranous glomerulonephritis differing only 
from ordinary membranous glomerulonephritis 
in its apparent capacity to resolve. Analyses of 
the fine changes in the eclamptic glomerulus 
differ somewhat in their interpretation of 
changes in the so-called mesangium (McManus, 
1948; Sheehan, 1950; Jones, 1951), but there is 
little doubt that cytoplasmic swelling plays the 
major part in producing the membranous 
appearance of the glomeruli (Fig. 9) as is the 
case in anti-placenta serum disease. The experi- 
mental lesions have a tendency to become 
chronic but this is not surprising since the 
administration of a large amount of nephrotoxic 
anti-serum might be expected to produce a more 
severe and irreversible change than the mild and 
often long continued stimulus which seems to 
be present in human toxaemia. 

McKay et al. (1953) make a distinction between 
the pathologic changes occurring in pre-eclamp- 
sia and eclampsia. Whilst in pre-eclampsia the 
changes appear to be confined to the kidneys, 
in eclampsia they are more widespread with 
haemorrhage and thrombosis, mostly involving 
the liver and brain and less constantly other 
organs. They suggest that fibrin deposition in 
arterioles and capillaries throughout the body is 
responsible for these latter changes and that the 
mechanism of fibrin deposition is similar to that 
in the generalized Shwartzman reaction. This 
theory is an attractive one and may well account 
for the acute changes in eclampsia. It cannot, 
however, explain the mild and often long-stand- 
ing glomerular change since the Shwartzman 
reaction is essentially acute and would appear 
to be a non-specific rather than an immuno- 
logical reaction. The membranous glomerulo- 
nephritis of pre-eclamptic and  eclamptic 
toxaemia seems more likely to be the result of 
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an immunological reaction. When it is remem- 
bered that the placenta is the product of the 
fertilized ovum, and therefore foreign to the 
mother, the possibility of maternal sensitization 
to placenta with the development of nephrotoxic 
antibodies is not remote. 


SUMMARY 


Duck and rabbit anti-rat placenta serum 
produce a diffuse membranous glomerulo- 
nephritis in rats. The disease sometimes shows 
a tendency to become chronic. Pregnant rats 
react in the same way as non-pregnant rats. 
This nephritis closely resembles some forms of 
anti-kidney serum disease. It is possible that the 
antigenic properties of basement membrane in 
the production of nephrotoxic anti-sera may 
account for this resemblance. The action of anti- 
placenta serum supports the theory of placental 
sensitization with the development of nephro- 
toxic anti-placenta antibodies being responsible 
for the membranous glomerulonephritis which 
occurs in toxaemia of pregnancy. 


I wish to express my thanks to Professor 
J. H. Biggart for his helpful criticism of this 
work. 
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REAPPEARANCE OF A CERVICAL CARCINOMA THIRTY YEARS 
AFTER TREATMENT WITH RADIUM 


BY 


JoHN Howkins, M.D., M.S., F.R.C.S., F.R.C.O.G. 
Assistant Gynaecological and Obstetric Surgeon 
AND 
James D. ANDREW, M.A., M.B., M.R.C.O.G. 
Senior Registrar 
St. Bartholomew’s Hospital 


Tue following brief case report should be of 
interest for two reasons. First, the reappearance 
of active carcinoma in the cervix nearly 30 years 
after radiation must surely be unusual and, 
secondly, the method of application of the 
radium is an interesting example of the evolution 
of radiation treatment in the first quarter of this 
century. 

The patient, a married woman of 38, with 6 
children, attended the hospital on the 16th 
February, 1925, with a history of an inter- 
mittent blood-stained discharge for 2 weeks. 
The presence of a carcinoma of the cervix was 
suspected when a roughened friable area was 
seen on the right side of the cervix at an examina- 
tion under anaesthesia and a biopsy was taken. 
Unfortunately, in spite of a careful search, it has 
been impossible to find the original report or to 
inspect the original slide. 

Two weeks after admission, on Sth March, 
1925, a vaginal application of 38 mg. of radium 
was made. The dose was distributed in 1-5 mg., 
2 mg. and 5 mg. needles in and around the 
portio vaginalis and was left in for 144 hours. 

One month later, on 9th April, a further 
application of radium needles was made intra- 
abdominally. The method of insertion is 
interesting. The abdomen was opened by a 
sub-umbilical midline incision; a rubber sponge 
shaped to fit the pouch of Douglas and carrying 
18 radium needles in its lower pole was inserted 
behind the uterus where it was sutured in 
position. The radium and its holder were 
removed 24 hours later. 

1 Pl. 
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Convalescence was uneventful, apart from 
low-grade pyrexia for one week, and the patient 
was discharged, apparently well, 26 days later. 
Thereafter she attended the follow-up clinic at 
yearly intervals until the outbreak of war in 
1939. During the whole of this period (14 years), 
there was no evidence of recurrence of growth. 

She returned to the follow-up clinic on Ist 
October, 1954, over 29 years after her original 
carcinoma was discovered, with a history of 
vaginal bleeding of 3-days duration. Examina- 
tion revealed stenosis of the vaginal vault with 
marked atrophy of the cervix. A friable ulcer, 
one inch in diameter, was found eroding the 
cervix and infiltrating the vault. Biopsy con- 
firmed the presence of a fairly well differentiated 
squamous cell carcinoma and a thorough search 
revealed no evidence of metastatic deposits 
elsewhere. Further irradiation therapy was con- 
sidered in consultation with the radiotherapist 
but was thought inadvisable in view of the heavy 
dose of irradiation previously given and of the 
risk of radium necrosis. 

On 13th October, 1954, the patient was, 
therefore, submitted to laparotomy with a view 
to performing Wertheim’s hysterectomy. This 
was done with some reluctance in view of her 
age (69) and indifferent cardio-vascular state. 
On opening the abdomen, it was found im- 
possible to enter the peritoneal cavity and nearly 
an hour was spent dissecting the large and small 
bowel from a dense mass of adhesions in the 
pelvis. Eventually something like the normal 
anatomy was restored and, with great technical 
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Fic. 1 
Specimen removed by Wertheim’s hysterectomy. 
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Fic. 2 
Photomicrograph of the Cervical Carcinoma. x 102. 
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difficulty, Wertheim’s hysterectomy was per- 
formed. The peritoneal reaction to the intra- 
abdominal insertion of radium was most 
remarkable and it is surprising that intestinal 
obstruction had not resulted. The histological 
report showed: “Recurrence of original 
squamous cell carcinoma at the junction of 
the vaginal vault and cervix. Vaginal spread 
only.” (See Figs. 1 and 2.) The patient has 
survived. 


DISCUSSION 


Victor Bonney (1952), in 415 Wertheim 
hysterectomies, encountered no recurrence in the 
residual vagina arising later than 10 years after 
his original operation. The occurrence of cancer 
of the cervix nearly 30 years after a very adequate 
application of radium, in which the follow-up 
was meticulous, can be accounted for in three 
possible ways: first, that it is a true recurrence 
of the primary growth; secondly, that it is a 
new primary appearing at or near the site of the 
original and, thirdly, that it is a delayed result 
of the original radiation treatment. As, unfortu- 
nately, the original slide is not available, no 
histological evidence can be adduced to support 
or refute any of these theories and the aetiology 
in this case remains obscure. 

It is interesting to note that one of the surgeons 
who saw the patient originally remarked in the 
notes: “carcinoma of the cervix, operable, for 


Wertheim.” No reason is stated why a change of 
heart occurred and radium was used instead of 
surgery. It is even more interesting to realize 
that, in 1925, at least one surgeon was uneasy 
about his ability to sterilize the lymphatic field 
from the vagina with radiation, so much so that 
the heroic step of introducing intra-abdominal 
radiation was taken. This procedure in theory 
has much to commend it and, although we have 
no histological evidence in the nature of a node 
biopsy, it is reasonable to suppose that intra- 
abdominal radium could sterilize an involved 
lymphatic field. The use of intra-abdominal 
radium had quite a vogue for a short time and 
one of us (J.H.) remembers the late Mr. John 
Ellison using this method of treatment at the 
Chelsea Hospital for Women as late as 1936. 
Most of his colleagues, however, then considered 
the method outmoded. Intra-abdominal radium 
was, nevertheless, a sincere effort to deal with 
what is still one of the crucial problems in the 
treatment of carcinoma of the cervix—a problem 
which some surgeons are trying to answer today 
by the operation of lymphadenectomy, following 
the application of a full Stockholm dosage of 
radium. The question of gland involvement was 
evidently just as much to the fore in 1925 as it is 
now. 
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RADICAL VAGINAL HYSTERECTOMY ET EXTRAPERITONEAL 
PELVIC LYMPHADENECTOMY FOR CANCER OF THE CERVIX* 
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SusopH Mitra, M.B., Dr.Med.(Berlin), F.R.C.S.E., F.R.C.O.G., F.A.C.S. 


Director-Professor of Obstetrics and Gynaecology 
R. G. Kar Medical College 
Director 
Chittaranjan Cancer Hospital, Calcutta, India 


I APPROACH the subject of the surgical treatment 
of cancer of the cervix without any prejudice 
against radiation therapy. Radiation therapy has 
already been accepted by us but the surgical 
treatment is gaining popularity again because of 
the limitations and hazards of radiation therapy. 

The evolution of the surgical treatment of 
cancer can be divided into four stages: viz., the 
pre-Wertheim stage, the Wertheim-Schauta 
stage, the Bonney-Stoeckel stage and the 
modern stage. It is evident from the study of 
these successive developments that the surgical 
treatment has become progressively systematic 
and has made remarkable progress towards 
radicality. It is my belief that there is still room 
for further orientation both in the surgical and 
in the radiation techniques. 

Surgical interference was introduced in the 
treatment of cancer of the cervix in the pre- 
Wertheim era by Freund (1878) and Czerny 
(1882), about a quarter of a century before 
Wertheim (1900) and Schauta (1908) entered the 
field. Freund started abdominal removal of the 
cancerous uterus and was confronted with a 
primary mortality rate of 72 per cent. Czerny 
initiated the vaginal operation and the primary 
mortality rate dropped down to 32 per cent. 
Towards the end of the 19th century and the 
beginning of the 20th century, Wertheim and 
Schauta took up the surgical work with scientific 
precision. The whole idea was to get a clear-cut 
unambiguous figure of cure rate depending on 
surgeon’s mode of approach. 


* Adapted from the lecture given at the International 
Congress of Obstetrics and Gynaecology, Geneva, 1954. 
1 Pl. 


Using these criteria, we find the results of 
Wertheim and Schauta as follows: there were 
500 cases operated on by Wertheim, having an 
operability rate of 50 per cent, a primary 
mortality rate of 18-6 per cent and a 5-year 
relative cure rate of 42-4 per cent, whereas in 
Schauta’s series 698 cases were operated on. 
having an operability rate of 51-3 per cent, a 
primary mortality rate of 7-3 per cent and a 
5-year relative cure rate of 39-7 per cent 
(Table I). 


TABLE I 
Percentage Figures 


Operability Primary 

Rate Mortality Cure Rate 
Wertheim (500 cases) 50 18-6 42-4 
Schauta (698 cases).. 51-3 7:3 39-7 


It is thus obvious that the radical abdominal 
and the radical vaginal methods gave almost 
identical results in the hands of experts. 

During the later part of the Wertheim- 
Schauta era radium treatment came into the 
field. 

During the radiotherapy era, surgical pro- 
cedures were kept alive by a few gynaecologists 
of exceptional merit, most outstanding of them 
being Victor Bonney and Walter Stoeckel. 
Bonney (1935) not only upheld the surgical 
treatment but made a great improvement on 
Wertheim’s operation by performing radical 
dissection of the regional glands as a routine 
procedure, whereas Stoeckel (1931) utilized 
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TABLE II 
Operability Primary 5-Year Relative 
1910-20 ea Rate Mortality Cure Rate 
(Per cent) (Per cent) (Per cent) 
Victor Bonney (Abdominal) sie mr 500 63 14 39 
Stoeckel (Radical Vaginal) 1,200 76:6 4-9 50 


radium preliminary to radical vaginal hyster- 
ectomy. It is evident from the results of Bonney 
and Stoeckel (Table II) that, while their 
operability rates remained more or less the 
same, the radical vaginal hysterectomy gave a 
better 5-year cure rate with a lower primary 
mortality. 

In the modern era, there is an attempt to 
integrate radiotherapy and surgery on a rational 
basis. Although radiotherapy is still the method 
of choice, in most of the clinics all over the 
world gynaecologists are getting more and more 
conscious of its limitations. The English School, 
true to the tradition established by Bonney, 
continued doing the radical abdominal opera- 
tion, though in a limited scale. 

In the United States of America, although 
radiotherapy was the usual method of treat- 
ment, Meigs (1945) took the initiative in reviving 
the surgical procedure. He started with a series of 
patients most carefully selected for surgical 
treatment in order to prove that one can treat a 
cancer case by the radical operation with as good 
results as by radiation therapy. In spite of better 
results obtained by the Continental gynaeco- 
logists with radical vaginal hysterectomy, Meigs 
preferred the radical abdominal operation. 

Meigs has now extended the scope of the 
operation after getting satisfactory results from 
his first series of selected cases. The scope of 
operative treatment has been further extended 
by Brunschwig (1949) in advanced cancer of 
cervix. 

In 1932 I started surgical treatment in addition 
to radiation therapy. Prior to this period, 
Wertheim’s radical abdominal operation was 
tried with an enormous primary mortality. This 
was partly due to the devitalized condition of 
patients undergoing operation. Anaemia, low 
blood volume, low blood pressure and a hypo- 
sthenic condition were the usual picture in such 
cases. So, instead of taking up the radical 


abdominal operation, I preferred the radical 
vaginal method. Although antibiotics and 
sulpha drugs were not introduced at that time 
and blood for transfusion was not easily avail- 
able, I was much impressed with a remarkably 
low primary mortality (Mitra, 1939). Table III 
shows the number of operations done by me 
during the period 1932 to 1950. The primary 
mortality in the last 105 cases was nil although 
taking all the cases together it was 2-8 per cent. 


No. of Operability Primary 
Cases Rate Mortality 
Operated (Percent) (Per cent) 
Subodh Mitra 17* 2-8 
(Chittaranjan Seva 
Sadan and Cancer 
Hospital) .. .. Last 105 0 


* The operability rate has been purposely fixed at 17 
per cent, being calculated from the actual number of cases 
operated (209) against the total number of cases examined 
(1,276). Out of 209 operated cases, 42 belonged to Stage 
III (20 per cent) constituting about 6 per cent of the total 
number of Stage III cases (675). About 39-8 per cent of 
the total number of cases belonging to Stages I and II 
were deemed operable, but all of them could not be 
operated upon as the patients preferred radiation therapy. 
Thus the actual operability rate ought to have been 45-8 
per cent if all the cases of Stages I and II and at least 6 per 
cent of cases of Stage III were taken into consideration. 


Read (1948) reported 44-4 per cent 5-year 
relative cure rate from Chelsea Hospital during 
the years 1936 to 1941. In all, there were 54 
cases belonging to Stages I and II. Analysing 
my 79 operated cases, between 1932 and 1938, 
I find 44 cases belonged to Stages I and II and 35 
to Stage III. If all the cases are taken together, 
there is a relative 5-year cure rate of 39 per cent, 
and, if the results of Stages I and II cases only 
are calculated, there is a relative 5-year cure rate 
of 50 per cent (Table IV). In view of the small 
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number, these figures do not differ significantly. 
My later series of cases (1943 to 1948) has 
yielded better results (42-2 per cent) in spite of 
14-3 per cent of lost-sight-of cases. If these 
lost-sight-of cases could have been traced, my 
results would have been better as shown from 
my 1943 series yielding a 60 per cent 5-year cure 
rate. Whether this improvement of results is real 
or apparent cannot at present be vouchsafed as 
the figures, especially of the 1943 series, are too 
small to be statistically significant. (Table V.) 

It seems therefore that it can be definitely 
pronounced that the radical vaginal operation 
gives as good results as the radical abdominal 
hysterectomy, and further, if Wertheim’s opera- 
tion is a standard operation for cancer of the 
cervix, Schauta’s operation is equally a standard 
operation. Moreover, in my experience there 
are far fewer post-operative complications both 
immediate and remote (e.g., uretero-vaginal 
fistulae) in radical vaginal hysterectomy, especi- 
ally when dealing with heavy corpulent patients. 
There is one more advantage, namely, the re- 
habilitation of the prolapsed bladder (cystocele) 
which is usually found to be an associated 
condition. 

The rational conclusion I can draw from my 
experience is that, if such encouraging results 
could be obtained in under-nourished cases 
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belonging to Stages I, II and III, definitely much 
better results are expected if the patients are 
good surgical risks and in ideal surroundings as 
is usually the case in the western world. 

Not being satisfied with my results and 
knowing full well that regional lymph nodes are 
ignored in radical vaginal hysterectomy, | 
designed a two-stage operation—the first part 
being a radical vaginal hysterectomy and the 
second part the extraperitoneal pelvic lymph- 
adenectomy (Mitra, 1951). This two-stage 
operation satisfies all the essential conditions 
for radical surgery in cancer of the cervix and 
can be done with a good amount of safety even 
in comparatively bad surgical risk cases. The 
justification for supplementing radical vaginal 
hysterectomy by extraperitoneal lymphaden- 
ectomy is proved by the fact that, in 25 per cent 
of my 63 operated cases, glands were found 
infiltrated with cancer cells (Table VI). 

I have worked further to make this operation 
simpler and more radical and a new technique 
has been designed, by which one starts with 
extraperitoneal pelvic lymphadenectomy, where- 
after the ovarian and uterine vessels are 
ligatured, and the parametrium isolated by 
blunt dissection, and cut before closing the 
extraperitoneal wound. The second stage of the 
operation, which follows immediately, is the 


TasLe IV 
No. of Cases Untraced 
Operated (Per cent) (Per cent) 
Chelsea Hospital (1936-1941) 54 
(Stages I and II) 44 
(Stages I, II and III) 39 26:5 
44 
(Stages I and II) 50 23-2 
TABLE V 
No. of Cases a Untraced 
Operated (Per cent) (Per cent) 
Mitra (1943-1948) 45 
(Stages I, II and III) 42-2 14-3 
1943 5 
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TaBLe VI 
No. of Cases Stages Percentage 
Mitra (1949-1953) 63 I, TI and Ill 16 25°4 
55 I and II 12 21-8 
8 50 


radical vaginal hysterectomy. Here ligature of 
the infundibulopelvic ligament and the uterine 
vessels are not required as this has already been 
done in the extraperitoneal portion of the 
operation. In consequence, radical vaginal 
hysterectomy is greatly facilitated especially 
where there is an associated tubo-ovarian mass 
or ovarian endometriosis. 

This new technique was first described at the 
German Gynaecological Congress in 1952 and 
immediately after the operation was demon- 
strated by the author at the Schauta Clinic of 
Vienna University. The detailed technique of the 
operation has been published (Mitra, 1953). 

The associated pelvic lesions found in my 
series of 280 radical vaginal hysterectomies are: 
multiple fibroids in 4, pyometra in 6, tubo- 
ovarian masses in 10, hydrosalpinx in 2, ovarian 
endometriosis in 3, dermoid cyst in 1, Brenner 
tumour in 1, and other miscellaneous con- 
ditions including | uterus didelphys in 7. There 
were 2 cases complicated by pregnancy one of 
which was of four-months duration. 

The bladder was injured in 9 cases and the 
rectum in 3. The higher incidence of bladder 
injuries could to a certain extent be accounted 
for in 6 cases by the fixation of the base of the 
bladder to a cancerous growth of the endo- 
cervical type. 

Ureteric injury was remarkably infrequent in 
my series. There was only 1 ureteric fistula in 
280 operations but I cut one ureter and tied 
another one, which could have been easily 
avoided. 

Fig. 1 shows the picture of the specimen of 
cancer of the cervix stage II. The patient was 
treated with radium and million-volt therapy 
but there was a local recurrence of growth 
within a year. As further radiation therapy was 
considered to be of no avail, extended radical 
vaginal hysterectomy with extraperitoneai pelvic 
lymphadenectomy was done. The picture shows 


the carcinomatous involvement of the cervix 
which has been removed en masse with the 
parametria and pelvic nodes. 


SUMMARY 


(1) The evolution and development of the 
surgical treatment of cancer of the cervix is 
discussed. 

(2) The end-results of radical abdominal 
hysterectomy and radical vaginal hysterectomy 
are found to be almost identical with some 
special advantages for the latter. 

(3) The author’s modification of radical 
vaginal hysterectomy by supplementing extra- 
peritoneal pelvic lymphadenectomy in a two- 
stage operation is justified by the presence of 
cancer-positive glands in 25-4 per cent of the 
cases operated upon. 

(4) The author’s new approach to the exten- 
ded radical vaginal hysterectomy by combining 
extraperitoneal lymphadenectomy, extraperi- 
toneai ligature of ovarian and uterine vessels 
and extraperitoneal resection of parametria 
along with radical vaginal hysterectomy is a 
simpler and more radical operation. It satisfies 
all the conditions essential for radical surgery 
in cancer of the cervix. 
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THE EFFECTS OF ADRENALINE AND NORADRENALINE ON THE 
INTACT NON-PREGNANT HUMAN UTERUS 


With a Note on the Effects of these Hormones in Early Pregnancy 


WituaM J. Garrett, M.B., B.S. 
Nuffield Department of Obstetrics and Gynaecology, University of Oxford 


Tue first direct studies of uterine contractions 
during the various stages of the menstrual cycle 
in the living patient were those of Knaus (1929, 
1933). At first he obtained kymographic records 
by filling the uterine cavity with iodized oil 
through a cervical cannula which he left in place 
and connected to a mercury manometer. His 
later improved method employed a small, thin- 
walled, water-filled balloon of 3 to 4 ml. capacity 
distended to a pressure not exceeding 20 mm. 
mercury, which he placed within the lumen of 
the uterus. From these studies, Knaus pro- 
pounded the theory that in the course of the 
normal menstrual cycle the human uterus exhi- 
bited its greatest rhythmic spontaneous motility 
before ovulation and in the few days preceding 
menstruation. Immediately after ovulation he 
found a period of almost complete quiescence. 
This theory met with wide acceptance at first 
as it appeared to agree closely with the then 
recent findings in the rabbit (Knaus, 1930a, b; 
Corner, 1928; Allen and Corner, 1930; Reynolds 
and Allen, 1932), although some modifications 
were soon added to it. Wittenbeek (1930) 
thought that the period of quiescence occurred 
earlier in the cycle than Knaus had stated, and 
also that it was not invariably present. Kraul 
(1935) found that a constantly filled fingerstall 
balloon acted as a foreign body and incited 
steadily increasing contractions which fre- 
quently culminated in severe parturient activity. 
A second school of thought was opened when 
Moir (1934, 1944) described his studies on the 
intact non-pregnant human uterus. His balloon 
was | to 2 ml. in capacity and kymographic 
records were made with a delicate water tam- 
bour. With this apparatus, contrary to the teach- 
ing of Knaus, Moir recorded spontaneous 
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rhythmic motility at a// stages of the cycle. Be- 
fore ovulation he found minute rapid waves of 
contraction which were gradually replaced in the 
second half of the cycle by much larger, much 
slower and more prolonged contractions; these 
he named A waves and B waves, respectively. 

Since Moir’s original paper many other 
workers have published comparable tracings. 
Robertson (1937) repeated Knaus’s experiments 
and checked his recordings by endometrial 
biopsy. He confirmed Moir’s (1934) results, and 
later showed that emotional stress had no effect 
on the A waves although it caused an immediate 
increase in activity in the presence of B waves 
(Robertson, 1939). Similarly, in their description 
of a “functional myometrial cycle” in normal 
patients, Wilson and Kurzrok (1938, 1940) re- 
corded small frequent waves of contraction 
before ovulation and large slow ones after it. 
Henry and Browne (1943) have added their 
support to these results and have gone farther by 
demonstrating that contractions similar to those 
in the post-ovulatory period (Moir’s B waves) 
can be reproduced in oestrogen-treated ovari- 
ectomized patients by the administration of 
progesterone (Henry, Browne and Venning, 
1950). Finally, with recording methods differing 
in detail from those described above, Lackner, 
Krohn and Soskin (1937), Bickers and Main 
(1941) and, more recently, Karlson (1954) have 
all published tracings which seem to fit into the 
pattern of activity as described in Moir in the 
non-pregnant uterus. 


PRELIMINARY EXPERIMENTS 


In my initial studies with the intact non- 
pregnant uterus I employed a thin-walled, water- 
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filled balloon of 3 to 4 ml. capacity (made from 
a fingerstall), distended with a pressure of 
15 mm. of mercury following the method of 
Knaus, and found that uterine activity could be 
easily recorded. However, like Kraul, I fre- 
quently observed that, after a varying period, the 
foreign body in the lumen of the uterus evoked 
an “expulsion syndrome” as seen in Fig. 1. The 
normal, rapid, low amplitude contractions, or A 
waves (see later), showed a great increase in 
amplitude (the parturient activity of Kraul?) 
terminating in a tetanic spasm which, once 
elicited, could only be dispelled with difficulty. 
This reaction was seen in the pre-ovulatory 
period only but that observation may be fortui- 
tous owing to some selection of patients at the 
time. 

My second attempt was with a somewhat 
smaller, thick-walled balloon which could not be 
distended beyond 1-5 ml. at the pressure em- 
ployed, namely, 15 mm. of mercury. With this 
balloon the “expulsion syndrome” was only 
observed once, and that was in a patient with an 
extremely small uterus, otherwise the results 
obtained have all been strictly comparable to the 
work of Moir (1944). Before ovulation, minute 
rapid contractions registering pressures of 1 mm. 
of mercury or less have been observed recurring 
at 11 to 39 second intervals whereas, after ovula- 
tion, much bigger and more prolonged contrac- 
tions of up to 43 mm. of mercury have been 
recorded recurring at intervals of 0-9 to 9-5 
minutes. In short, these records show Moir’s A 
waves before, and his B waves after the time of 
ovulation. 

What then is the mechanism of the “expulsion 
syndrome” ? Perhaps this induced response is the 
result of abnormal stretch conditions produced 
by the apparatus. With a larger (3 to 4 ml.) thin- 


walled, constantly filled balloon, the uterine 
wall must support the pressure in the recording 
system (15 mm. of mercury) not only during con- 
traction but also during relaxation, that is, that 
the conditions under which the myometrium is 
contracting approximate to an isotonic state. 
With a thick-walled and much smaller balloon 
the tension in the surrounding myometrium falls 
to nil during relaxation periods as the head of 
pressure is then supported by the balloon walls 
only—that is, that the condition under which 
the myometrium is contracting approximates to 
an isometric state which is the normal state of 
affairs under physiological conditions. 


PRESENT INVESTIGATIONS 


The investigations to be described were all 
performed on patients in the gynaecological 
ward. The nature of the investigations was ex- 
plained to the patients and their consent 
obtained. Most patients had a normal menstrual 
rhythm but a few gave a history of slight irregu- 
larity. To gain more objective information as to 
the endocrine conditions prevailing at the time 
of the studies, endometrial biopsies obtained the 
day after each investigation were examined 
histologically. As secretory changes in the endo- 
metrium develop in the presence of an active 
corpus luteum, the cases were classified accord- 
ing to their endometrial histology (Table I). 

With customary aseptic and antiseptic pre- 
cautions the cervix was exposed and, under 
direct vision, a small, thick-walled, collapsed 
balloon of 1-5 ml. maximum capacity, mounted 
on a hollow uterine sound, was introduced into 
the lumen of the uterus, following the method 
of Moir (1934, 1944). No anaesthesia or sedation 
was employed, so if any difficulty was experi- 
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The ‘Expulsion Syndrome”. Tracing from a non-pregnant uterus before ovulation obtained with a thin-walled 
easily distensible balloon under conditions formulated by Knaus. Note the gradual increase in activity finally 
culminating in a tetanic spasm. 
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enced in persuading the balloon to negotiate the 
internal cervical os, the attempt was abandoned 
altogether. The balloon was then connected by 
water-filled pressure-tubing to a very fine water 
tambour, or, when necessary, to a mercury 
manometer recording on a smoked kymograph. 
The initial pressure to distend the balloon was 
15 mm. of mercury, all air being excluded from 
the system. 

Under local anaesthesia a Mitchell needle 
(Mitchell, 1952) was next inserted into a vein in 
the forearm to facilitate subsequent repeated 
intravenous injections and to avoid the emotional 
disturbance of such injections (Robertson, 1939) 
during the actual time of recording. 

After a control period of recording of 30 min- 
utes or more, intravenous injections of adrenal- 
ine or noradrenaline solutions (1: 250,000 in 
normal saline) were given through the needle 
already in place either as a drip infusion or with 
a syringe. The initial rate of injection was 4 to 16 
micrograms of the active hormone per minute, 
but if this failed to evoke a response the rate was 
increased. The whole method was controlled by 
frequent blood pressure and pulse records at 
2-minute, and later 5-minute intervals. To avoid 
undue concern for the patient the recording 
apparatus was kept out of sight. 


RESULTS 


(1) Non-secretory phase 

Intravenous infusions of adrenaline (as the 
hydrochloride) were given to 12 patients during 
the endometrial non-secretory phase of the 
menstrual cycle. With smaller doses little or no 
effect was seen, whereas with larger doses stimu- 
lation of the spontaneous activity was recorded 
in 8 out of the 12 cases (Table I, Figs. 2A, 2B, 
4B). During the infusion there was commonly a 
prompt increase in amplitude of the A waves 
with or without elevation of the base line, while 
equally rapid reversion to normal rhythm 
followed the withdrawal of the infusion. In 3 of 
the responding cases a period of slower though 
quite marked secondary stimulation was ob- 
served in which there was usually a gradual 
elevation of the base line over a variable period 
(Figs. 2B, 4B). In the 4 cases failing to respond 
to these doses of adrenaline, the uterine activity 
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remained unaltered during the infusion. In | 
case, even though no primary effect was seen 
during the adrenaline infusion, marked secon- 
dary stimulation followed its withdrawal, while 
in another (Case No. 1, Table I) the procedure 
was stopped before adequate records were 
obtained because the patient proved to be hyper- 
sensitive to the minute doses of the drug given. 
Finally, | other case failing to respond was ina 
patient at the time of the menopause. 

Similar intravenous infusions of noradrenal- 
ine (as the bitartrate) were also given to 12 
patients during the endometrial non-secretory 
phase of the menstrual cycle. In 10 of these 
patients strong stimulation of the normal uterine 
activity was recorded while the infusion was 
running (Table I; Figs. 2C, 2D, 4D); the most 
prominent feature of this response was the 
marked elevation of the base line. As with 
adrenaline, a period of secondary stimulation 
followed the withdrawal of the noradrenaline 
infusion in 3 out of the 10 responding cases. The 
2 cases failing to respond at all to the nor- 
adrenaline infusion were menopausal patients. 

In these experiments, weight for weight, nor- 
adrenaline was found to possess a much greater 
stimulant action than adrenaline itself on the 
intact non-pregnant human uterus in the non- 
secretory phase of the menstrual cycle. 


(2) Late secretory phase 

Adrenaline infusions were also given to 6 
patients during the latter half of the endometrial 
secretory phase of the menstrual cycle. In each 
case inhibition of the normal slow, large ampli- 
tude, uterine contractions or B waves, was 
recorded during the adrenaline infusion; de- 
creased amplitude of contraction was usually 
associated with some lowering of the base-line 
(Table I; Figs. 3A, 3B). Following the withdrawal 
of the infusion a period of stimulation, with 
increased frequency of contraction and com- 
monly with a raised base-line, was recorded in 
each case. 

Infusions of noradrenaline were also given to 
6 patients during the endometrial late secretory 
phase of the menstrual cycle. In each of these 
cases very marked stimulation of the B wave 
activity was observed (Table I; Figs. 3C, 3D), and 
once again, as in the earlier phases of the cycle, 
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ADRENALINE 
NORADRENALINE x aa 
time in minutes minutes Hg 
© ; 
3 
2 2 
minutes! 
minutes ADRENALINE 6Y/minute LV. Hg NORADRENALINE 6Y/minute 
Fic. 2 


Tracings obtained from non-pregnant uteri in the endometrial non-secretory phase obtained with a thick-walled 
balloon of 1-5 ml. maximum capacity. Normal A waves of up to 1 mm. of mercury are present (especially note the 
frequency and pressure range of these contractions). 

A and B: Adrenaline produces weak though definite stimulation. C and D: Noradrenaline produces strong stimulation 
with some evidence of a period of secondary stimulation after withdrawal of the infusion. (In 2C patient awakened 
from sleep at point x.) 


40 © 
20 / 
\ yj \ \, 10 hy 
minutes mm. LV. minutes min. 
"ADRENALINE. DRENALINE 22-57] min.1.V. Hg Hg 
be 
20 
ADRENALIN mm. 


Fic. 3 


Tracings obtained from non-pregnant uteri in the endometrial late secretory phase. Normal B waves of up to 40 mm. 
of mercury are present (especially note the frequency and pressure range of these contractions). 
A and B: Adrenaline produces marked inhibition of the normal activity followed by a period of secondary stimulation. 
C and D: Noradrenaline produces marked stimulation followed by a period of slight secondary inhibition. 


the prominent features of this noradrenaline (3) Early pregnancy 

response were marked elevation of the base-line Uterine activity was recorded in 1 patient at 
and increased frequency of contraction. In 3 the 11th week of gestation before hysterotomy 
of the 6 cases the period, following the with- was performed. For this case a thick-walled 
drawal of these noradrenaline infusions, showed balloon of 8 ml. capacity was introduced into 
some slight inhibition of the normal activity. the lumen of the uterus to lie outside the 
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membranes after instrumental dilatation of the 
cervix under general anaesthesia. The balloon 
was then connected by water-filled tubing to a 
water tambour in the usual way. 

At first, rapid, weak contractions of up to 
4 mm. of mercury were recorded at intervals of 
1-8 minutes. These were the normal contrac- 
tions of early pregnancy (Reynolds, Harris and 
Kaiser, 1954) which Palmer (1950) has demon- 
strated by palpation. 

When given adrenaline by slow intravenous 
infusion, immediate though unsustained stimu- 
lation of this normal activity was recorded. 
Following the withdrawal of the infusion the 
uterine activity returned temporarily to normal 
only to be followed by a most striking period of 


20 IlthWEEK OF PREGNANCY 


10 


a” Time in minutes 


NON-PREGNANT UTERUS 
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secondary stimulation in which the marked 
increase in frequency of contraction was only 
overshadowed by a considerable elevation of the 
base-line (Fig. 4A). This response was strictly 
comparable in all aspects to the response seen in 
the non-pregnant uterus before ovulation (cf. 
Fig. 4B). 

This same patient was also given noradrenal- 
ine by intravenous infusion. The uterus res- 
ponded to the noradrenaline by prompt sus- 
tained stimulation with marked increase in the 
frequency of contraction and elevated base-line 
(Fig. 4C). Once more this response was strictly 
comparable to that obtained in the non-pregnant 
uterus (Fig. 4D). 


® 


iL 


NALINE 14¥/mi 


OF 


Time in minutes 


mm NON-PREGNANT UTERUS © 


Hg 
a3 
0 a 
min 
min. 
Fic. 4 
The actions of adrenaline and noradrenaline in the first trimester and a non-pregnant uterus in the non-secretory 
phase are compared. 


A and B: Adrenaline produces mild, poorly sustained stimulation during the infusion. This is followed in both cases 
by a period of more definite secondary stimulation. C and D: Noradrenaline causes marked stimulation in both early 


pregnant and non-pregnant uteri. 
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TaBLe I 


Rate of I.V. Infusion (micrograms/minute) 


Phase of Case : " Reason for 
Endometrium No. Adrenaline Noradrenaline Admission 
No effect Stimulation Inhibition No effect Stimulation 
1 4 pain in left iliac fossa 
2 4 prolapse 
3 6 6 prolapse 
4 6t 6 oligomenorrhoea 
5 8 8t prolapse 
6 4 12 15t sterilization 
Non- 7 5 10+ 5-6 cervical erosion 
Secretory 8 5 14t 6 dysfunctional bleeding 
9 8 8t prolapse 
10 8 14 5 dysfunctional bleeding 
11 infertility 
12 13 fibromyoma uteri 
13 16 cervical erosion 
14* 8 8 .fibromyoma uteri 
15* 14 irregular bleeding 
16 Tt 8t dermoid cyst 
17 8t investigation of backache 
Late 18 10t 10 E.U.A. for chronic 
Secretory pelvic pain 
19 12t 8 simple ovarian cyst 
20 13+ 4 prolapse 
31 16+ 16t Bartholin’s cyst 
22 6 22:5t cervical erosion 


* Menopausal patient. 


DISCUSSION 

In this series the normal pattern of contrac- 
tility in the non-pregnant human uterus was 
found to vary with the phase of the menstrual 
cycle. Before ovulation, rapid, feeble contrac- 
tions or A waves only were recorded whereas in 
the week preceding menstruation, much slower 
and very much more powerful contractions con- 
veniently termed B waves, were. described. 
Further study of these contraction patterns 
revealed varying responses. While both adrenal- 
ine and noradrenaline stimulated the pre- 
ovulatory A waves, a difference was noted later 
in the cycle; after ovulation adrenaline inhibited 
the B waves while noradrenaline still stimulated 
them. 

Comparing these results with similar studies 
in pregnant patients several features may be 
correlated. The case from early pregnancy 
quoted earlier (together with a similar one re- 
ported by Alvarez and Caldeyro, 1953) showed 


+ Secondary stimulation observed. 


t Secondary inhibition observed. 


responses to adrenaline almost parallel with 
those of a non-pregnant uterus exhibiting A 
waves only. 

With these same hormones even greater 
correlation was seen between the responses of 
the pre-menstrual B waves and the previously 
described responses of the uterine contractions 
of late pregnancy and labour (Kaiser, 1950; 
Garrett, 1954). Non-pregnant B waves, Braxton- 
Hicks contractions and the contractions of 
labour are all inhibited by adrenaline and 
stimulated by noradrenaline. These diverse 
reactions are therefore summarized in Table II. 

Some workers have compared both the pain 
and the contraction patterns of intrinsic dys- 
menorrhoea with those of abortion and labour, 
describing menstruation aS the abortion of 
a pseudo-pregnancy (Moir, 1936; Torpin, 
Woodbury and Child, 1947). From the results 
given earlier in this paper that analogy may be 
extended so that comparison may be drawn 
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TaBLe Il 


Responses of the Intact Human Uterus to Intravenous 
Infusions of Adrenaline and Noradrenaline 


Adrenaline Noradrenaline 


Non-pregnant: 
Non-secretory phase + + 
Late secretory phase + 
Pregnant: 
Early pregnancy + + 
Late pregnancy - + 
Labour + 
+ =stimulation. — =inhibition. 


between the pre-menstrual B waves and the 
Braxton-Hicks contractions on one hand, and 
between the A waves from the early days of the 
menstrual cycle and the contractions recorded in 
the first trimester, on the other. Such a compari- 
son not only links the “rapid-and-weak” con- 
traction phases in one group and the “slow-and- 
strong” contraction @hases in the other, but 
simultaneously divides all uterine contraction 

(patterns into two groups according to their 
responses to adrenaline. 

This classification by analogy suggests a fur- 
ther feature, namely, that all contraction 
patterns observed within each group are but 
manifestations of a single physiological mechan- 
ism, and secondly, that the mechanism of one 
group is complementary to the other and not its 
sequel. That is, that in the course of the men- 
strual cycle A waves do not become B waves but 
rather that B waves are superimposed on the A 
wave activity already present. 

What then makes the B wave type of activity 
develop? This as yet is unknown, but perhaps 
the work of Henry, Browne and Venning quoted 
earlier, may well show the way to a solution. 


SUMMARY 


(1) Attention to detail is all-important in the 
design of apparatus for recording motility in the 
intact non-pregnant human uterus. 

(2) The normal contraction pattern of the 
intact human uterus varies with the stage of the 
menstrual cycle. Before ovulation rapid weak 
contractions or A waves are observed, whereas 
after ovulation records are dominated by large 
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amplitude, slow and powerful contractions, or 
B waves. 

(3) Adrenaline by intravenous infusion stimu- 
lates A waves and inhibits B waves, while 
noradrenaline stimulates both A and B wave 
activity. 

(4) One case from the first trimester is des- 
cribed; both adrenaline and noradrenaline 
stimulate the spontaneous contractions in early 
pregnancy. 

(5) Noradrenaline is a more powerful uterine 
stimulant than adrenaline when acting on pre- 
ovulatory A wave contractions or the contrac- 
tions of early pregnancy. 

(6) A comparison is made between the 
patterns of uterine contractility at the various 
phases of the mensirual cycle and the various 
phases of pregnancy. 

(7) It is suggested that A waves and B waves 
are different physiological entities and that, in 
the course of the menstrual cycle, A waves do 
not become B waves, but rather is the B wave 
activity superimposed on the A waves already 
present. 
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HODGKIN’S DISEASE AND PREGNANCY 


BY 


T. J. M. Mywes, M.B., M.R.C.O.G. 
Senior Registrar, Jubilee Maternity Hospital, Belfast 


In 1832 Hodgkin first described the disease 
which bears his name but since then the associa- 
tion of Hodgkin’s disease and pregnancy has 
been reported only infrequently. Palacios Costa, 
Chavanne and Zebel Fernandez (1945), in an 
analysis of cases over a 12-year period, found 
only 5 cases of Hodgkin’s disease in 30,000 
deliveries, an incidence of 1 in 6,000, and this 
agrees with the figure of 1 in 6,100 more recently 
reported by Stewart and Monto (1952). There is 
little doubt that the incidence is increasing. This 
may be accounted for by the earlier diagnosis 
and earlier institution of adequate radiotherapy 
so that more patients survive to become preg- 
nant, many with long periods of remission 
during which they lead comparatively normal 
lives. 

Because of the rarity of the association of 
Hodgkin’s disease and pregnancy, few cases 
may be encountered during an obstetrical life- 
time. It is therefore of the utmost importance 
that all cases should be reported as only in this 
way will a sufficient number be obtained on 
which to base a firm opinion as regards treat- 
ment. 

Case REPORT 

A young married woman, aged 25 years, suffering from 
advanced Hodgkin’s disease, was admitted to the Jubilee 
Maternity Hospital, Belfast, on 6th October, 1953. She 
was then 35-weeks pregnant in her second pregnancy, 
having been delivered normally in December, 1950, of a 
living child weighing 7 pounds 8 ounces. The puerperium 
had been pyrexial for 1 week following the confinement 
and the temperature had then gradually subsided to 
normal. One week before delivery the patient had 
noticed a swelling above her right clavicle and this had 
increased gradually in size until 27th January, 1951, 
when she had been admitted to hospital. Examination 
at that time revealed a large firm discrete gland measuring 
3-0 by 4-5 centimetres situated in the right supra- 
clavicular region, not tender and not adherent to the 
skin. Several small discrete glands were also palpable 
in the left axilla. X-ray of the chest showed marked 


enlargement of the hilar glands especially on the right 
side; the cardiac outline was normal. The peripheral 
blood picture showed: haemoglobin, 90 per cent (13-3 g. 
per 100 ml.) (Haldane); erythrocytes, 4,520,000 per 
c.mm.; leucocytes, 7,200 per c.mm. and differential 
leucocyte count normal. On 2nd February, 1951, a biopsy 
was performed of the enlarged gland in the right supra- 
clavicular zone and histological examination revealed: 
“fibrosis obliterating the normal lymph gland archi- 
tecture, infiltration of lymphocytes and eosinophils and 
occasional Reed-Sternberg giant cells.” A diagnosis of 
Hodgkin’s disease was made. 

Over a period of 2 months the patient was treated by 
deep X-ray therapy, the total dosage being 1,200 r to the 
anterior chest wall, 1,300 r to the posterior chest wall and 
1,600 r to the right supraclavicular fossa. When seen 
again on 26th May, 1951, she felt very well. There were 
no superficial glands palpable and X-ray of the chest 
showed complete resolution of the enlarged hilar glands. 

The patient was re-admitted to hospital on 25th 
November, 1952, with enlarged glands on both sides of 
her neck and in both axillae which had been increasing 
in size over a period of 2 months. She also complained 
of a hacking cough and intense generalized itching of 
her skin. Examination showed enlarged glands in both 
axillae and in her neck, and a general distribution on her 
skin of small discrete pin-point nodules with surfaces 
excoriated by scratching. The liver and spleen were not 
palpable but X-ray of the chest revealed an enlarged 
gland in the right upper hilar region. On 27th November, 
1952, biopsy of adherent glands in the righf axilla was 
reported on as follows: “Some fibrosis is present. The 
gland pulp shows an intense eosinophilia in which are 
scattered occasional typical Reed-Sternberg cells. There 
is also some cellular infiltration of the gland capsule.” 
Treatment was carried out with nitrogen mustard, the 
dose being 4 mg. intravenously on alternate days for 
4 doses. The patient was discharged home on 4th Decem- 
ber, 1952. 

When admitted to the Jubilee Maternity Hospital, 
the patient was 35-weeks pregnant. Her last menstrual 
period started on 2nd February, 1953, the expected date 
of confinement being 9th November, 1953. Antenatal 
care until admission to hospital had been carried out by 
her family doctor who reported that, since the onset of 
pregnancy, the patient’s Hodgkin’s disease had appeared 
to progress rapidly. She had been examined at hospital 
early in pregnancy but had refused further deep X-ray 
therapy. When seen on admission, the patient was 
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complaining of persistent and increasing dyspnoea, a 
harsh non-productive cough interfering with sleep, and 
a generalized itching. She looked emaciated and the skin 
of her whole body was covered with small erythematous 
nodules. She was so dyspnoeic at rest that she was 
unable to speak more than a few words at a time, and 
the only way in which she could breathe at all satis- 
factorily was by sitting up and bending forwards over a 
bed table. She was not cyanosed and her conjuctivae 
were well coloured. Gross enlargement of cervical, 
axillary and inguinal lymph glands was present. The 
cardiovascular system was normal, the blood pressure 
was 130/70 and the urine contained no abnormal con- 
stituents. The trachea was deviated towards the right 
side but chest examination revealed only poor air entry 
over both mid-zones with no adventitious sounds. 

The height of the uterine fundus corresponded to a 
34-weeks pregnancy. The vertex was presenting, free 
above the pelvic brim, and the foetal heart was heard. 
There was marked oedema of the vulva. Blood examina- 
tion showed: haemoglobin, 74 per cent (10-9 g. per 
100 ml.) (Haldane) ; erythrocytes, 3,750,000 per c.mm.; 
haematocrit, 36 ml. per 100 ml.; M.C.V., 97 cu.u; 
M.C.H.C., 31 per cent; leucocytes, 7,800 per c.mm. and 
differential leucocyte count normal; a stained film 
showed no abnormality. A portable X-ray of the chest 
showed the trachea displaced forwards and to the right 
side but apparently not compressed; the pharynx also 
was displaced forwards and there was patchy consolida- 
tion in both lungs. 

The patient refused further deep X-ray therapy. She 
was seen by a throat specialist who reported that the 
larynx was normal and that there was no obstruction 
to the passage of an endotracheal tube. 

It was decided, in view of the increasing dyspnoea, the 
presence of marked oedema of the vulva, and the fact 
that it was impossible for the patient to lie down without 
becoming asphyxiated, to perform Caesarean section. 
On 15th October, 1953, when the patient was 36-weeks 
pregnant, operation was performed under general 
anaesthesia, a blood transfusion being started before- 
hand. Anaesthesia was induced, with the patient sitting 
up, by giving Pentothal 0-3 g. intravenously and Scoline 
0-75 mg. was then given. A number 8 endotracheal tube 
was passed without difficulty and the patient was then 
laid flat on the operating table. Anaesthesia was main- 
tained by means of nitrous oxide and oxygen with the 
addition of minimal quantities of Cyclopropane. Classical 
Caesarean section was performed and a living male child 
weighing 5 pounds was delivered. The mesentery of the 
small intestine was seen to contain masses of enlarged 
lymph glands. The liver was palpated and found to be 
slightly enlarged but its surface was smooth. The spleen 
was greatly enlarged and its surface was bossed by raised 
tumour masses. The placenta appeared normal and no 
abnormality was found or subsequent pathological 
examination. In spite of the maintenance of a good airway 
and the administration of liberal quantities of oxygen, 
the patient was extremely cyanosed at the termination 
of operation. Blood transfusion was continued for several 
hours, in all 1,000 ml. being given. For the first 12 hours 
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after operation the patient was kept in an oxygen tent 
and thereafter oxygen was administered intermittently 
for a further 48 hours. She remained extremely ill and 
dyspnoeic and her cough continued to be very trouble- 
some. On the morning of the sixth day after operation, 
after a particularly severe bout of coughing, it was found 
that the abdominal wound had broken down almost 
completely and that a large loop of small intestine was 
protruding. The wound was resutured under general 
anaesthesia consisting of nitrous oxide, oxygen and small 
amounts of Cyclopropane, and once again it was 
necessary to induce anaesthesia with the patient sitting 
up. She remained very ill afterwards and dyspnoea and 
cyanosis were both marked. She became gradually weaker 
and died on 28th October, 1953, the thirteenth day after 
delivery. 
The baby was normal at birth and made good progress. 

When discharged from hospital on 20th November, 1953 1953, 
he weighed 5 pounds 13 ounces. 


POST-MORTEM REPORT 


The face was cyanosed. There was emaciation 
of the thorax and limbs and a recently sutured 
abdominal incision was present. The whole skin 
surface was covered with small brownish-red 
scabbed lesions. The superficial lymph glands in 
the groins, axillae and neck were much enlarged 
and formed lobulated masses beneath the skin. 


Gross appearances 

Lungs. Both lungs were greatly diminished in 
bulk owing to the presence of a bilateral hydro- 
thorax. On section, the parenchyma of the lungs 
was congested but there was no consolidation. 

Oesophagus and stomach. The oesophagus 
contained large dilated veins running longi- 
tudinally beneath the mucosa which was raised 
in folds over them. The mucosa of the stomach 
appeared normal but the cavity was greatly 
narrowed by a mass of enlarged para-aortic 
glands which pressed on the postero-inferior 
surface of the viscus. 

Liver. The liver weighed 3,000 grammes but 
its increased bulk did not appear to be due to 
any infiltration by abnormal tissue. 

Spleen. The spleen was greatly enlarged and 
weighed 700 grammes. On section, many large 
rounded masses of whitish tissue were seen. 

Lymph glands. The cervical lymph nodes 
were grossly enlarged and of a firm rubbery 
consistency and showed a white surface on cross 
section. The thyroid gland and neck veins were 
compressed by these glands but not invaded by 
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tumour growth. The mediastinal glands were 
greatly enlarged and adherent to the lungs, 
sternum and diaphragm. The pancreatic and 
intestinal lymph glands were also enlarged but 
individual glands tended to be more discrete 
than those at higher levels. 

The gross appearances of all other organs 
were normal. 


Microscopical appearances 

Lungs. Deposits of typical Hodgkin’s tissue 
were present, active in some areas, fibrosing in 
others. 

Liver. There was generalized congestion of 
the sinusoids and central veins. The portal 
tracts were normal and there was no infiltration 
by Hodgkin’s tissue. 

Spleen. The splenic pulp was almost com- 
pletely replaced by Hodgkin’s tissue, either in 
circumscribed nodules or in diffuse sheets. 
Large and small necrotic areas were present in 
the Hodgkin’s tissue. 

Bone-marrow. Typical Hodgkin’s tissue was 
present in some fields ; in others the picture 
was that of hyperplastic haemopoetic tissue. 

Lymph glands. The para-tracheal lymph nodes 
were cemented into solid masses of hyaline 
material. In some glands no active Hodgkin’s 
tissue could be seen, but in others replacement 
by hyaline material was only partial and hyaline 
areas merged into areas of typical Hodgkin’s 
tissue. No areas of necrosis were seen. The para- 
aortic lymph nodes were replaced by typical 
Hodgkin’s tissue, cellular in some areas, 
fibrosing in others. 

Skin. A section through one of the small skin 
lesions showed typical Hodgkin’s tissue. 

The microscopic appearances of sections from 
other organs were normal. 


Summary of Post-mortem findings 

Hodgkin’s disease, involving the superficial 
and deep lymph nodes, the spleen, the bone- 
marrow, the lungs and the skin. No involvement 
of the uterus or ovaries. 


DISCUSSION 
The association of Hodgkin’s disease and 
pregnancy is reported in 64 articles in the world 
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literature. Although the authors of these articles 
are not always mentioned specifically in the 
text of this paper, their names are contained in 
the list of references as their reports have been 
considered in the total assessment of figures. 

Including the case here reported, 218 preg- 
nancies have occurred in 166 women suffering 
from Hodgkin’s disease. This is a greater number 
than has previously been collected from the 
literature. This may be explained by the fact 
that many cases were not reported specifically 
as Hodgkin’s disease and pregnancy, and in 
many the fact of pregnancy was only briefly 
mentioned in articles dealing with the general 
questions of pregnancy and malignancy and of 
the treatment of malignant disease by radio- 
therapy. 

Of a total of 218 pregnancies, delivery at term 
occurred in 155 cases and premature delivery 
in 17 cases. Pregnancy ended in spontaneous 
abortion on 17 occasions and in 23 cases 
termination of pregnancy was performed. In 
6 cases the outcome of pregnancy was not stated. 

It is very difficult to evaluate accurately the 
influence of pregnancy on Hodgkin’s disease. 
Exacerbations are a frequent occurrence in the 
disease and must sometimes occur during 
pregnancy. In this connection Kasdon (1949) 
points out that it would be of great value to 
know the incidence and frequency of exacerba- 
tions over a 9-month period in non-pregnant 
women with Hodgkin’s disease. In analyzing 
the cases in the world literature in which the 
question of exacerbation is mentioned it is 
found that pregnancy appears to have no effect 
on the disease in about one-half of cases while 
in one-half exacerbation of the disease appears 
to have taken place during pregnancy or shortly 
after delivery. If the estimate of Craver (1949) 
is correct, that exacerbations in Hodgkin’s 
disease would be expected to occur in 50 per 
cent of non-pregnant cases over a period of 
9 months, the incidence of exacerbations over 
this period is no higher in pregnant than in non- 
pregnant patients. As Papillon and Chavanne 
(1950) have stressed, the stage in the evolution 
of the Hodgkin’s disease at which pregnancy 
occurs seems to be of great importance. These 
authors divided cases into those in which preg- 
nancy occurred in a symptomless period of 
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Hodgkin’s disease following treatment by 
irradiation, when pregnancy had absolutely no 
effect on the disease; those in which pregnancy 
arose during an evolutive period of the disease, 
when there were frequent relapses but without 
any marked influence on the course of the 
disease; and those where the Hodgkin’s disease 
first appeared during pregnancy or the puer- 
perium, when the course of the disease was rapid 
and the period of survival short. 

Varied reports regarding the influence of 
pregnancy on Hodgkin’s disease have led to 
conflicting opinions as to whether or not 
termination of pregnancy is indicated. Berkeley 
and Bonney (1913) stated that the course of the 
disease might be much accelerated if pregnancy 
supervened and therefore pregnancy should be 
terminated. Herz (1934), Blitz (1937), Horster 
(1939), Dyes (1939) and Adair (1940) all recom- 
mended termination, although Adair felt that 
the response to deep X-ray therapy should be 
taken into account and the foetus should be 
saved where possible. Gemmell (1923) recom- 
mended termination of pregnancy when early 
pregnancy and early Hodgkin’s disease co- 
existed but advised against termination if the 
disease was far advanced as he felt it would not 
then influence the course of the disease. When 
pregnancy was advanced he considered that 
termination would have no better effect than 
delivery at term. More recently Browne (1951) 
has stated: “there would seem to be no doubt 
that pregnancy in these patients is most 
dangerous. They should be warned against 
becoming pregnant and, if they do so, it should 
be terminated as soon as possible.” 

Selvaag (1952) considered that Hodgkin’s 
disease should be looked upon as an absolute 
indication for the termination of pregnancy with 
sterilization at the same time, but these views 
were severely criticized by Hultberg (1953). 
Nagel (1952), having interrupted a pregnancy 
without any effect on the development of 
Hodgkin’s disease, later revised his opinion and 
now thinks termination is unjustified. Kushner 
(1941), Parade (1942), Klawans (1942) and 
Perrier (1945) recommend non-interference with 
the pregnancy and the recent reviews of Kasdon 
(1949), Bichel (1950), Tenenblatt and Horton 
(1951), Hennessy and Rottino (1952) and 
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Stewart and Monto (1952) support their views. 
Gilbert (1951) advises absolutely against ter- 
mination in cases free from symptoms following 
deep X-ray therapy but considers that, where 
pregnancy takes place during an evolutive period 
of the disease or where the disease arises during 
the first 6 months of pregnancy, termination 
becomes a case for individual judgment. 

It is erroneously stated by several authors that 
no deaths due to Hodgkin’s disease have 
occurred during pregnancy and it might there- 
fore be wrongly assumed that pregnancy exerted 
some sort of protective influence. In fact, 5 
maternal deaths have been reported in the world 
literature. Paviot, Levrat and Jarricot (1932) 
were the first to report such an occurrence and 
further cases have been recorded by Darling 
(1936), Bichel (1950), Portman and Mulvey 
(1950) and Hochman et al. (1951). This repre- 
sents a maternal mortality of only 2-3 per cent. 
My review of the literature supports the opinion 
that, as far as can be stated at present, pregnancy 
does not appear in general to exert an adverse 
effect on the course of Hodgkin’s disease and 
termination of pregnancy is not indicated on 
this account. It is considered, however, that 
pregnancy should be interrupted in the following 
circumstances: (1) where the Hodgkin’s disease 
is localized to the inguinal or abdominal regions 
and adequate deep X-ray therapy cannot be 
applied without the risk of producing an 
abnormal foetus and (2) where deep X-rays have 
been administered to the abdominal region at a 
time when, unknowingly, a very early pregnancy 
was present as shown by subsequent events. 
Giles (1949) reviewed the literature on pregnancy 
following pelvic irradiation and emphasized 
research which had been carried out on the effect 
of deep X-rays on mice and on the fruit fly 
Drosophila. Evidence of deformity was usually 
delayed until the third and subsequent genera- 
tions. In humans, deformity due to irradiation 
appears to be carried as a recessive trait and so, 
although the foetus actually irradiated may be 
normal, deformity may appear in a second or 
third generation. 

Before dealing with the question of the effect 
of Hodgkin’s disease on pregnancy and labour, 
it is of interest, in passing, to consider the effect 
of the disease on normal menstrual function 
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and on fertility. Gemmell (1923) studied 57 cases 
of Hodgkin’s disease in women and found some 
degree of oligomenorrhoea in 14 out of 17 cases 
in which a menstrual history could be obtained; 
this finding is not of great importance as 
disturbances of menstruation may be found in 
many chronic diseases. Most women with early 
Hodgkin’s disease appear to menstruate nor- 
mally and ovulation is not impaired so that the 
possibility of pregnancy exists, although the 
degree of malignancy may influence the decision 
of the patient to marry. It is to be expected that, 
with earlier diagnosis and more adequate treat- 
ment by deep X-ray therapy, a larger number of 
women will marry during a stage of remission 
of the disease. Most authors advise against 
marriage and pregnancy because of the ulti- 
mately fatal termination of Hodgkin’s disease, 
but in spite of medical advice patients will 
continue to marry and have children. The effect 
of Hodgkin’s disease on fertility is difficult to 
assess, but the large number of patients in the 
series of cases here reviewed who have had 
2 or more pregnancies during the course of the 
disease seems to suggest that fertility is not 
affected. Obviously the extent of the disease and 
its general effect on the patient’s health will 
influence the fertility rate while in some cases 
sterility will follow the therapeutic application 
of X-rays to the lower abdomen. In none of the 
cases reviewed, where post-mortem findings were 
reported, did the ovaries show involvement by 
Hodgkin’s tissue, although it is interesting to 
note that Heller and Palin (1946) have reported 
2 such cases. 

Berkeley and Bonney (1913) stated that 
abortion was very common in patients with 
Hodgkin’s disease and that the associated 
anaemia rendered the patient more liable to 
post-partum haemorrhage. In the series here 
reviewed, spontaneous abortion occurred in 17 
pregnancies out of a total of 218, an incidence of 
only 7-8 per cent. This is less than an expected 
incidence of 18 per cent in any given population 
as quoted by Malpas (1938). Prematurity is not 
increased as only 17 of 218 pregnancies ended 
prematurely. There are no cases of severe post- 
partum haemorrhage reported in women with 
Hodgkin’s disease. In most cases labour occurs 
normally at term but occasionally Hodgkin’s 
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disease will influence the method of delivery. 
Klawans (1942) performed a Caesarean section 
at term because of severe oedema of the vulva 
and in the case here reported Caesarean section 
was considered to be the best method of delivery 
for the reasons already stated. 

Few authors mention the question of lactation 
in women with Hodgkin’s disease. Gilbert (1951) 
advises against it but Hultberg (1953) considers 
that breast feeding may be allowed if the patient 
is in good condition and does not require any 
radiotherapy and I find no record of babies 
breast fed by mothers with Hodgkin’s disease 
developing the disease. The decision as to 
whether or not to allow breast feeding should 
depend on the general health of the patient. 

Portman and Mulvey (1950), in considering 
the question of the transmission of Hodgkin's 
disease from the mother to the foetus, state that 
the future of the offspring is not predictable. 
This statement seems unjustified in view of the 
fact that there are no definitely proved cases in 
the literature of Hodgkin’s disease having been 
transmitted during intra-uterine life. For a case 
of Hodgkin’s disease to be proved to be a 
genuine case of transplacental transmission, it 
is considered that the following criteria must be 
fulfilled: (1) the Hodgkin’s disease in the mother 
must be histologically proven before or during 
the pregnancy in which transmission of the 
disease has supposedly taken place, (2) the 
Hodgkin’s disease in the foetus or child must be 
histologically proven and (3) the presence of 
Hodgkin’s disease must be demonstrated histo- 
logically in the placenta. Luetkens (1934) 
reported Hodgkin’s disease in a child aged 33 
months whose mother died with clinical signs 
of the disease 2 months after delivery; the 
disease in the mother was not proved by 
histological examination. In the case reported 
by von Braitenberg (1938), Hodgkin’s disease 
appeared in a child aged 1 month, but there was 
no evidence that the disease was present in the 
mother and no pathological changes were noted 
in the placenta. The generally accepted case of 
Priesel and Winkelbauer (1926) is also open to 
doubt. Hodgkin’s disease was histologically 
proved in the mother and the baby, which died 
aged 44 months, was proved at autopsy to have 
the disease. The placenta was not examined 
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pathologically although the midwife who had 
been present at the confinement recollected that 
it contained many node-like structures. It cannot 
be stated that transmission of the disease from 
mother to child is an impossibility. Metastasis 
of maternal tumours to the products of concep- 
tion is a very rare occurrence, judging by the 
fact that Bender (1950) found only 9 instances 
in the years 1866 to 1950, and so in Hodgkin’s 
disease, itself rare in association with pregnancy, 
transplacental transmission of the disease would 
be expected to be extremely uncommon. Many 
more cases of Hodgkin’s disease in association 
with pregnancy require to be reported before 
the question is eventually settled. The fact 
remains that nearly all the children born of 
mothers with Hodgkin’s disease have developed 
normally and in some cases it has been possible 
to follow them to adult life without any signs 
of the disease developing. Thus Gilbert (1951) 
has observed a normal case aged 24 years born 
of a mother with Hodgkin’s disease and Gemmell 
(1952) states that the child born of a case which 
he reported in 1923 has reached 26 years of age 
without developing the disease. There is, there- 
fore, at present no justification for the termin- 
ation of pregnancy in a woman with Hodgkin’s 
disease on the grounds that the child may be 
affected. 

As termination of pregnancy is unjustified in 
most cases of Hodgkin’s disease, what then is 
the best treatment of the disease to adopt during 
the gestation period? Many forms of treatment 
have been tried in the past. McGrath (1933) 
reported a case in which a serum prepared by 
injecting chickens with Hodgkin’s tissue was 
used as part of the treatment but without 
beneficial result. Surgical removal of the affected 
glands must be incomplete in most cases and is 
generally of little use except for biopsy purposes, 
although Jackson (1937) has reported a case in 
which the involved glands were removed 
surgically without recurrence after 26 years. 
Epstein (1939) has pointed out that Hodgkin’s 
disease is not only less frequent in women than 
in men but also appears to be less malignant 
as the proportion of women with the disease 
living more than 5 years is greater than the 
proportion of men living more than 3 years. 
It is therefore tempting to theorize that ovarian 
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activity may have an important influence on 
the more favourable prognosis in the female. 
Gemmell (1923) also felt that the ovary played 
an important part and it might therefore be 
thought that some benefit would derive from 
the administration of ovarian hormones. 
Dejardins (1934) treated a patient who developed 
Hodgkin’s disease after the menopause with 
ovarian extracts without any noticeable influence 
on the course of the disease. Deuschle and 
Wiggins (1953) used colchicine in one case and 
A.C.T.H. in another case without any effect. 
Zoet (1950) appears to have been the first person 
to report the use of nitrogen mustard (methyl-bis 
(beta-chloroethyl)-amine hydrochloride) (HN;) 
in the treatment of Hodgkin’s disease during 
pregnancy and, although it was given at about 
the time pregnancy began, the baby was 
perfectly normal. Most authors, notably 
Deuschle and Wiggins (1953), advise caution in 
its use especially in the first trimester, as it is 
possible that, if given during a critical stage of 
foetal development, serious malformations or 
even death of the foetus may result and Hoch- 
man et al. (1951) recommend artificial termina- 
tion of pregnancy if its use is contemplated. In 
this connexion it is interesting to note that 
Karnofsky et al. (1947) showed that injection of 
the yolk-sacs of 3-day old chick embryos with 
nitrogen mustard produced abnormalities of the 
beaks and legs of the surviving chickens. More 
recently triethylene melamine (T.E.M.) has been 
used in treatment and is likely to supplant 
nitrogen mustard as its side-effects are milder. 
Hennessy and Rottino (1952) were of the 
opinion that nitrogen mustard and triethylene 
melamine were as effective in pregnant as in 
non-pregnant cases. 

All authors are agreed that the treatment of 
choice of Hodgkin’s disease in the pregnant 
woman is deep X-ray therapy and Gilbert (1939) 
considered that this treatment was as effective 
in pregnant as in non-pregnant cases. Unfortu- 
nately its use is not without danger to the foetus. 
As Nagel (1952) has pointed out, the most 
favourable cases are those in which the 
Hodgkin’s disease is localized to the media- 
stinum as this area can be irradiated satisfactorily 
without fear of damaging the foetus, and in 
certain other sites the foetus can be adequately 
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shielded during therapy. When the disease is 
localized to the abdominal or inguinal regions 
satisfactory radiation cannot be employed 
without the risk of causing foetal injury. It is in 
such cases that Hochman et al. (1951) recom- 
mend that radiotherapy should be discontinued 
during the pregnancy. I believe that the sooner 
radiation is applied the better and a more logical 
procedure is to terminate the pregnancy; 
especially is termination indicated where the 
disease is in an early stage of development and 
there is every hope that X-ray therapy will have 
a profound effect in arresting its course. 
Unfortunately, it is impossible to determine 
beforehand which cases will react favourably 
and which unfavourably to irradiation so that 
sometimes a pregnancy will be terminated in a 
case of Hodgkin’s disease which later shows 
little improvement with therapy. Gilbert (1951) 
has shown that, if X-ray therapy is to be 
successful, certain essentials in its use must be 
observed. Fractional doses and interspaced 
irradiations with insufficiently penetrating rays 
must be avoided, and a sufficient dosage must 
be used in order to destroy, if possible from the 
first series of irradiations, all foci of Hodgkin’s 
tissue. If these rules are observed, it is possible 
for many patients to survive for periods up to 
10 years, and the advent of pregnancy during 
that time should not hasten the ultimately fatal 
end of Hodgkin’s disease. 


SUMMARY AND CONCLUSIONS 

(1) A case of pregnancy associated with 
Hodgkin’s disease is reported and the world 
literature on the subject is reviewed. 

(2) Including the case reported, 218 pregnan- 
cies have occurred in 166 women with Hodgkin’s 
disease. 

(3) Five maternal deaths from Hodgkin’s 
disease have been recorded. 

(4) There is no proof that exacerbations of 
Hodgkin’s disease are more frequent in pregnant 
than in non-pregnant women and interruption 
of pregnancy is not justified on this account. 

(5) Hodgkin’s disease does not directly influ- 
ence fertility. There is no increase of spontaneous 
abortions or of premature births. Most patients 
are delivered normally at term and the incidence 
of post-partum haemorrhage is not increased. 
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(6) There is no definite proof that transmission 
of Hodgkin’s disease from the mother to the 
foetus has ever taken place. Most children are 
healthy at birth and do not later develop the 
disease. Certain criteria are formulated which 
must be fulfilled before a case can be considered 
to be one of transplacental transmission of the 
disease. 

(7) Termination of pregnancy is justified only 
exceptionally, where the Hodgkin’s disease is 
localized to the abdominal or inguinal regions 
and adequate radiotherapy is prevented by the 
risk of injuring the foetus, or where, without 
knowing, deep X-rays have been administered 
to the abdominal area at a time when a very 
early pregnancy existed. 

(8) The treatment of choice of Hodgkin’s 
disease during pregnancy is deep X-ray therapy, 
with adequate shielding of the foetus where 
necessary. Nitrogen mustard should be used 
with caution, especially during early pregnancv, 
because of the risk to the foetus. 
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THE PROGNOSIS OF PRIMARY OVARIAN CANCER WITH 
PARTICULAR REFERENCE TO EMBRYONIC TUMOURS 


BY 


J. C. Hotman, M.D., M.R.C.O.G. 
Senior Registrar, Obstetrics and Gynaecology, United Oxford Hospitals 


Tue records of all patients with malignant ovar- 
ian tumours admitted to the Area Department of 
Obstetrics and Gynaecology at Oxford between 
January, 1940 and December, 1951, have been 
studied. Six cases were excluded from the follow- 
ing analysis as the evidence suggested on clinical 
or histological grounds that the tumour was 
secondary to carcinoma elsewhere, such as in the 
uterus or gastro-intestinal tract. This left 88 
patients with a primary malignant ovarian 
tumour. Four of these cannot be traced and are 
considered to have died at the time when they 
were last known to be alive. 

The tumours have been divided into 3 groups: 

(a) Adenocarcinoma. This group consists of 71 
cases (80-6 per cent). It includes the solid adeno- 
carcinoma, medullary tumours, pseudomucinous 
cystadenocarcinoma and papilliferous cyst- 


_ adenocarcinoma. The last type is the most 


common comprising 36 out of the 71 cases. 


(b) Embryonic tumours. These develop from 


| embryonic rests of cells originating in the early 


stage of gonadal development. There were 14 
patients (15-9 per cent) in the group: 12 being 
granulosa cell tumours and 2 dysgerminomata. 

(c) Rare tumours. This is a small group of 3 
cases (3-4 per cent), 2 being mesonephroma 
ovarii and | anaplastic teratoma. 


TREATMENT 


The majority of these patients were treated be- 
fore the new radiotherapy unit under Dr. Ellis 
was established at Oxford. Some were given 
deep X-ray therapy but in many the amount of 
radiation would be considered inadequate by 
modern standards. Intraperitoneal radioactive 
gold, intracavity uterine radiation and other 
refinements, which are used frequently at the 
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present time, were not then available. Surgery 
was considered inadvisable in 8 patients because 
of gross carcinomatosis or heart failure. Two of 
these were given a course of deep X-ray therapy. 
The remaining 80 patients were treated surgi- 
cally, the aim being to perform a total hysterec- 
tomy, bilateral salpingo-odphorectomy and 
remove the pelvic glaads when they were in- 
volved. In 38 cases this was not possible. In 23 
of these cases only a partial removal was possible 
and in 15 a biopsy only was taken. It should be 
noted that complete removal was possible in all 
but 1 of the 14 cases of embryonic tumour. 
Towards the end of the period under review, 
with the cooperation of the radiotherapy unit, 
it was agreed to put radium in the vaginal vault 
and .use intraperitoneal radioactive gold in 4 
cases where it was not possible to remove com- 
pletely the primary and secondary growth. 
Intra-uterine cavity radiation was not used (Ellis 
and Stallworthy, 1955). 


RESULTS 


As already stated 4 patients, who could not be 
traced, have been considered to have died of the 
tumour at the time when they were last known to 
be alive. The 5-year survival for all cases is 25 
per cent. This compares favourably with the 
results of other authors, namely: 


Per cent 
Randall and Hall 1952 Il 
O’Donoghue 1949 Il 
Swinton and Yancey 1947 14 
Montgomery 1948 20-5 
Schmitz and Majewski 1951 20-3 
Tod 1951 30 
Kerr and Elkins 1951 30-4 
Munwell and Taylor 1949 30-8 
Allen and Hertig 1949 35 
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PROGNOSIS OF PRIMARY OVARIAN CANCER WITH REFERENCE TO EMBRYONIC TUMOURS 


All these authors have included the embryonic 
tumours in their series, but there is a considerable 
difference between the 5-year survival rates of 
the different groups of tumour. 


(a) Rare tumours. None of these patients sur- 


vived 6 months. 

(b) Adenocarcinoma. Of the 71 patients in this 
group 3 cannot be traced and are presumed dead. 
Twelve are still alive. The ages varied between 20 
and 78. The disease occurred most frequently 
between the ages of 51 and 60. Forty-nine were 
post-menopausal. The 5-year survival for these 
cases is 17 per cent. The survival over 2, 3, 5 and 
10 years is shown in Table I. 


_~ (©) Embryonic tumours. One of the 14 patients 


in this group cannot be traced and is presumed 
dead. Eleven are still alive. The ages varied 
between 16 and 76. The disease occurred evenly 
through the age groups. Eight patients were post- 
menopausal. The 5-year survival is 75 per cent, 
the details being shown in Table I. 


TABLE I 
Survival 
5-year survival for all cases: 25 per cent 


Embryonic 
Adenocarcinoma 
Per Per 
Cases Alive Cases Alive 
2 years 71 30 42:9 14 13 92-8 
3 years 59 17 28-8 13 11 84-6 
5 years 41 8 
10 years 7 1 14-2 4 3 75 
Alive at pre- 
senttime .. 12 1l 


Rare Tumours 
3 cases. No case survived 6 months. 


DISCUSSION 


Eighty-eight cases constitute a small series and 
care must be taken in drawing conclusions. 

The results show a considerable difference 
between the prognosis of the embryonic group 
and the adenocarcinomata. The suggestion that 
the former group is less malignant than the 
latter is supported by other evidence. Whereas 
12 patients (16-9 per cent) with adenocarcinoma 
are still alive and 1 has lived 10 years, 11 patients 
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(78-6 per cent) of the much smaller embryonic 
group are alive and well. Three have survived 10 
years. In addition 4 patients in this group are 
alive after 7 years. This difference in prognosis 
between the two groups is equally marked at 2, 
3 and 10 years (Table I). 

Each group has been subdivided into two: 

(i) Cases without secondaries. 

(ii) Cases which were inoperable or had 

secondaries at operation. 

Two cases of the embryonic group had secon- 
daries at operation. One died within 2 years, 
the other is still alive after 10 years. This is in 
marked contrast to the adenocarcinoma group 
in which 45 out of 71 cases had secondaries. The 
5-year survival was 3-8 per cent. In the absence 
of secondaries the embryonic group had a 5-year 
survival of 71-4 per cent and the adenocarci- 
noma group 40 per cent (Table II). 

Two inferences may be drawn from these 
figures. The first is that patients with embryonic 
tumours probably report at a very much earlier 
stage than those with adenocarcinoma. A pos- 
sible reason is that the group is composed 
mainly of granulosa cell tumours, the usual 
symptoms of which are menorrhagia, post- 
menopausal or _ inter-menstrual bleeding. 
Haemorrhage is evident much earlier than the 
symptoms of the adenocarcinoma group which 
are mainly abdominal enlargement and pain and 
may not appear until a late stage. The second is 
that the presence of secondaries is the most 
important factor in prognosis. In the absence of 
secondaries the overall 5-year survival is 50 per 
cent. When secondaries are present it is 7-4 
per cent. The change in prognosis is most 
noticeable in the adenocarcinoma group, the 5- 
year survival being 40 per cent without secon- 
daries and 3-8 per cent when they are present. 
In this group the secondaries are situated in the 
abdominal cavity, being distributed throughout 
the pelvis, peritoneal surfaces, omentum, pos- 
terior abdominal lymph glands and liver. They 
are impossible to remove by surgery and difficult 
to destroy by deep X-ray therapy. This is in con- 
trast to secondaries from granulosa cell tumours. 
These are often localized and may be removed 
surgically, appear in peculiar places and are very 
sensitive to deep X-ray therapy. Two such cases 
are alive after 10 years. In 1 case the tumour 
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Il 


Survival of cases without Secondaries 
5-year Survival for all cases: 50 per cent 


2 Years 3 Years 5 Years 10 Years 
Cases Alive Cases Alive Cases Alive Cases Alive 
Carcinoma 23 79:93 14 58-3 15 6 40 3 1 33-3 
Embryonic Tumours 12 100 10 90-9 7 2 66:7 
Survival of cases with Secondaries 
5-year survival for all cases: 7-4 per cent 
Carcinoma 6 143 35 1 2-8 26 3-8 4 0 
Embryonic Tumours as a ae 1 ‘SO 2 i ‘SO 1 1 1 1 
Ill 
Pathology and Survival 
2 Years 3 Years 5 Years 10 Years 
Per Per Per 
Cases Alive out Cases Alive ont Cases Alive pool Cases Alive ' 
Adenocarcinoma 2 20 9 22 9 1 
Medullary 1 2 1 50 2 0 
Papilliferous serous 
cystadenocarcinoma .. 18 50 29 6 20-7 19 5-3 3 0 
Pseudomucinous 
cystadenocarcinoma .. 7 63-6 10 4 1 1 
Cystadenocarcinoma ? type 0 1 0 ! 0 0 
Mesonephroma ovarii 0 2 0 2 0 0 
Anaplastic teratoma 0 1 0 1 0 
Granulosa cell tumour .. 90-8 11 10 90-9 7 6 85 3 3 100 
Dysgerminoma .. 2 100 2 1 SO 0 l 0 


involved the ileum. This was removed by resec- 
tion. The patient is alive after 10 years. In the 
other case secondaries appeared in the groin 
after 8 years. These were destroyed by deep 
X-ray therapy. They reappeared 2 years later on 
the other side and were again destroyed by deep 
X-ray therapy. 

The survival of the different types of tumour is 
shown in Table III. The excellent prognosis of 
the granulosa cell tumour is confirmed, the 5- 
year survival being 85 per cent. Medullary 
tumours, mesonephroma ovarii and anaplastic 
teratoma occurred in small numbers and have a 
poor prognosis. Papilliferous cystadenocarci- 
noma form the largest group and are the most 
malignant having a 5-year survival of 5-3 per 


cent. Pseudomucinous cystadenocarcinoma are 
the least malignant of the group of adeno- 
carcinomata having a 5-year survival of 80 per 
cent. Although these figures are small, they are in 
agreement with those of Kerr and Elkins, Tod, 
Allen and Hertig. 


CONCLUSIONS 

The embryonic group of tumours, forming 
one-sixth of the series, have been shown to have 
very different characteristics from those of the 
group of adenocarcinomata and rare tumours. 
The patients suffering from them come for treat- 
ment at a much earlier stage. One-seventh of the 
cases have secondaries at operation as opposed 
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to nearly two-thirds of the adenocarcinoma 
group. The prognosis of the two groups at all 
stages is in marked contrast. The 5-year survival 
of the embryonic group is nearly 5 times that of 
the group of adenocarcinoma. The prognosis of 
malignant ovarian tumours is poor, but a more 
realistic picture is obtained when the embryonic 
tumours are considered separately. It is sugges- 
ted, therefore, that the two groups should be 
considered as separate entities in assessing the 
prognosis of malignant tumours. 


SUMMARY 

(1) Eighty-eight cases of primary malignant 
ovarian tumour have been analyzed. The overall 
5-year survival was 25 per cent. This is similar to 
the prognosis reported by other authors. Treat- 
ment was surgical in most cases with additional 
radiation therapy in some. 

(2) The series is composed of two main groups. 
Fourteen cases of embryonic tumour have a 5- 
year survival of 75 per cent. Seventy-four cases 
of adenocarcinoma and rare tumours have a 
5-year survival of 15-9 per cent. 

(3) The presence of secondaries is an impor- 
tant factor in prognosis. In the absence of secon- 
daries the overall 5-year survival is 50 per cent, 
but only 7-4 per cent when they are present at 
the time of the original treatment. This difference 
is more marked in the adenocarcinoma group in 
which secondary deposits were present in two- 


thirds of the cases as opposed to one-seventh in 
the embryonic group. 

(4) The embryonic tumours have a very much 
better prognosis than the adenocarcinomata. It 
is suggested that the two groups should be 
regarded as separate entities and considered 
separately in assessing the prognosis of malignant 
ovarian tumours. 


I wish to thank Mr. J. A. Stallworthy and 
Mr. W. H. Hawksworth for their permission to 
use the records of patients under their care and 
for their help and encouragement. 
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THE FOETAL PLACENTAL CIRCULATION 
A Technique for its Demonstration 


BY 


J. M. CRAWForD, M.B., D.P.H., M.R.C.O.G. 
Obstetrician and Gynaecologist, Lanark County Area 
AND 
ANDREW FRASER, F.I.M.L.T. 


Chief Technician, Research Department, Glasgow Royal Maternity and Women’s Hospital 
From The Research Department, Royal Maternity and Women’s Hospital, Rottenrow, Glasgow 


THE foetal placental circulation has always pre- 
sented a problem because of the inherent 
difficulties in its demonstration. The placenta is 
not an easy structure to examine. The ordinary 
histological methods present a two-dimensional 
picture and in the elucidation of the exact 
method of placental circulation a three-dimen- 
sional picture is required. 

Anatomical dissection of the placenta is un- 
satisfactory and the very numerous branches of 
the arteries and veins ultimately make dissection 
impossible. 

In an attempt to overcome these difficulties 
various techniques have been devised. The most 
successful method to date has been the “injec- 
tion-corrosion” technique. This method requires 
the filling of arteries and veins by a “filler” such 
as liquid latex or a plastic preparation such as 
vinyl acetate. After injection the filler is allowed 
to harden and thereafter the placenta is placed in 
a suitable acid which by corrosion removes the 
placental tissue and leaves a cast of the placental 
circulation. In theory this method should be 
simple to do and satisfactory. In practice this is 
unfortunately not always true. 

Most of these fillers are heavy and have a cer- 
tain viscosity. In addition the plastics harden 
quickly unless the placenta has been thoroughly 
washed out with a solvent such as acetone. This 
in itself causes shrinkage of the vessels and 
makes subsequent injection extremely difficult. 
Under these circumstances the alternatives are 
very incomplete penetration frequently only as 
far as the third branches of the main vessels, or 
4 Pl. 


increasing the pressure of injection and risking 
rupture of the vessels. Rupture occurs very easily 
and the spilling of the filler results in a distortion 
of the placental cast. Small vessels frequently 
give way and with the corrosion-injection tech- 
nique there is no way of checking results since 
the placental vessels are destroyed. The cast left 
behind may represent the vascular structure but 
the possibility of artefact is ever present. From 
the viewpoint of examination plastic casts are 
brittle and must be handled with care. The 
authors of this paper have carried out the injec- 
tion-corrosion method a number of times and 
have been impressed with the inherent technical 
limitations of this method. 

It was with the foregoing in mind, that the 
following technique was designed. It enables the 
foetal placental circulation to be studied in 
detail and overcomes most of the objections 
mentioned above. 


RATIONALE OF TECHNIQUE 


The method is based on the fact that the 
digestive power of trypsin varies with the type of 
tissue on which it is allowed to act. Parenchyma- 
tous tissue is easily digested whereas connective 
tissue resists the action of the enzyme for a con- 
siderable time. It is possible therefore by con- 
trolled digestion to remove the parenchyma and 
leave structures such as blood-vessels intact. 
Preliminary experiments showed that it was 
possible to remove decidua, chorionic epithelium 
and mesoderm, leaving behind the foetal vessels, 
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Fic. 1 


This photograph shows the placenta after digestion and injection of coloured 
filler. The foetal surface is uppermost and the arteries and veins can be seen 
dividing over the surface of the chorion. 


J.M.C,, A.F. [896] 
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Fic. 2 


This photograph shows the manner in which cotyledons are derived from the surface 
vessels by perforating the chorion. Several cotyledons are seen still attached to the 
uterine wall. 


Fic. 3 
This figure illustrates the complex vascular tree of a cotyledon. The peripheral fringe 
is composed of many minute arterial and venous divisions with their associated 
capillary vessels. Life size. 


J.M.C., 
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Fic, 4 


This photograph shows the arrangement of the smaller cotyle- 
donary vessels and the fringe of capillary loops. x8. 


J.M.C., A.F. 
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Fic. 5 


This photomicrograph shows the arrangement of capillary 

vessels. The capillary loops are seen as lateral projections on each 

side from the main arteriole and venule which are proceeding 
upwards to end in a more complex loop arrangement. x 350. 


J.M.C., 
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THE FOETAL PLACENTAL CIRCULATION 


chorion and umbilical cord. Subsequent work, 
however, has shown that the technique must be 
modified according to the type of vessel it is 
desired to study, and the duration of digestion 
watched carefully. If the main structure of the 
vascular tree is to be studied, digestion may be 
allowed to proceed unchecked, but removal of 
all support from the vessels in this manner ren- 
ders them liable to damage and it is difficult to 
demonstrate the finer ramifications of the 
vessels. This is particularly so in relation to the 
terminal capillaries. These are extremely fragile 
and if not already attacked by the enzyme may 
easily be swept away in any subsequent washing 
or handling unless extreme care is exercised. 
Following digestion with trypsin the placental 
vessels may be injected with a coloured gelatin 
solution and subsequently hardened and pre- 
served in formalin. 

When digestion and injection are completed 
the placenta is a permanent preparation and can 
be handled and dissected without difficulty. 


MATERIALS 
Placentae 

Only fresh placentae were used and were 
digested usually within a very few hours of 
delivery. If any delay was anticipated the 
placenta was refrigerated until required. The 
object of using fresh material was to guard 
against any possibility of artefact by decom- 
position. Round glass jars sufficiently big to 
accommodate the whole placenta and allow it 
to lie flat without distortion were employed. For 
digesting single lobes or smaller pieces smaller 
vessels were used; the important point being to 
adjust the size of the vessel to the size of speci- 
men and so keep all of the enzyme in contact 
with the tissue. 

For injection of the specimens following 
digestion, polythene catheters were employed, of 
a diameter small enough to enter the umbilical 
vein and arteries. It is of advantage to cut the 
catheters straight across and not to a point. The 
vessel walls are thin and can be penetrated 
easily. 

A large hypodermic syringe, of at least 50 ml. 
capacity, was used for the actual injection. 

A 1 per cent solution of a water-soluble 
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opaque dye made by Imperial Chemical Indus- 
tries was found to be most satisfactory. The 
arteries and veins may be injected with red and 
blue dyes respectively. These dyes can be used 
alone or dissolved in 15 per cent gelatine solu- 
tion. 


The Digest Solution 

This consists of a 1 per cent solution of sodium 
bicarbonate, and is used to immerse the whole 
placenta or a lobe as required. Then, to the 
alkaline solution is added sufficient trypsin 
powder (B.D.H.) or liquor trypsin compound 
(Allen and Hanbury) to produce a | per cent 
solution of digest. 


THE METHOD OF DIGESTION 
(a) The Gross Foetal Placental Circulation 

A fresh placenta is carefully washed in cold, 
running water to remove blood clot, and the 
foetal membranes pared off around the placental 
edge. The cord is cut short but should not be 
less than 3 to 4 inches in length. The placenta is 
placed in a glass container, maternal surface 
downwards and covered completely with the 
solution of digest. The container is covered with 
a lid and the placenta incubated for 24 to 72 
hours in an incubator at 37° C. It is of advantage 
to inspect the rate of digestion at least once per 
day because the activity of commercial trypsin 
varies and digestion may proceed more rapidly 
than anticipated. A fume chamber, in which the 
incubator can be placed, is of immense advan- 
tage. At the end of digestion the odour is 
offensive. 

When digestion is complete the placenta is 
removed and carefully washed in a gentle stream 
of cold water until all digested material has been 
removed. If it is considered that further diges- 
tion is necessary the placenta can easily be 
replaced in the incubator with fresh digestion 
solution and the digestion continued. When 
digestion is complete the placenta consists only 
of umbilical cord, chorion, and cotyledonary 
vessels. 

The specimen is next immersed in 10 per cent 
formol saline for approximately 1 hour. This 
hardens the tissue somewhat without producing 
distortion. Thereafter the specimen is immersed 


in warm water. The umbilical vein and arteries 
are catheterized gently and gelatin solution, 
suitably coloured blue or red, injected into the 
vein and arteries. The gelatine should be at a 
temperature of 50° C. or more to ensure the 
fullest penetration of the solution. An ordinary 
50 ml. hypodermic syringe is quite suitable and 
ordinary finger pressure sufficient. Excessive 
pressure should be avoided. About 100 ml. are 
required for each artery and vein, and the 
quantity should be too little rather than too 
much. Injection should be carried out rapidly 
and when completed the placenta is placed in a 
cold solution of 10 per cent formol saline for at 
least another hour before being handled. 


(b) The Capillary Vessels 

A rather different technique is necessary to 
demonstrate the capillaries of the villi. 

The placenta is washed as before in cold water 
and a suitable lobe selected. The artery and vein 
supplying this lobe are injected with a 1 per cent 
solution of red and blue dye respectively with 
the addition of a small amount of 1 per cent 
solution of sodium bicarbonate. The alkali 
appears to favour penetration of the dye. A fine 
hypodermic needle is used and the vessels 
entered directly in the usual way as for a vene- 
puncture. About 20 ml. are sufficient in each 
case. 

The lobe is now cut out of the placenta and 
placed in a small glass jar or container with the 
maternal surface uppermost. This is most 
important. It allows the vessels to float freely in 
the digestion solution and they may be examined 
without disturbing the specimen unduly. Diges- 
tion solution is added and the lobe incubated 
for 24 hours only at 37° C. At the end of this 
time the container is opened and without wash- 
ing small pieces of tissue can be removed from 
the exposed surface, placed directly on a glass 
slide and examined microscopically. The materi- 
al may require to be teased out and this should 
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be done gently using irrigation with water rather 
than a brush or needle. If the material is now 
examined capillary loops can readily be seen 
using a 2-inch lens and a x10 eyepiece. The 
capillary loops are seen to be filled with red and 
blue dye, the two colours meeting midway and 
clearly outlining the loops of capillary vessels. 

If a permanent preparation is required the 
material can be mounted at once in glycerine 
jelly or “Karo” syrup. 

A precise account of the foetal placental circu- 
lation will follow in a subsequent article but the 
scope of the method is illustrated in the accom- 
panying plates. 


SUMMARY 


A method of studying the foetal placental 
circulation has been described in which the 
placental tissues are digested in a selective 
fashion using the enzyme trypsin. When diges- 
tion is complete the foetal placental vessels are 
easily studied and this study is facilitated if the 
vessels are filled with a simple filler such as 
gelatine. 

The digestion of placenta is selective in the 
sense that parenchymatous tissue is more 
readily digested by trypsin than connective 
tissue. Thus it is possible by controlling the 
extent of digestion to remove parenchymatous 
tissue and leave blood-vessels intact. In the case 
of capillary vessels digestion must be more care- 
fully carried out and disturbed as little as possible 
during digestion. These vessels are fragile and 
with handling may be broken and the continuity 
of the capillary loop not demonstrated. 


The authors would like to express their 
sincere appreciation to Dr. A. D. T. Govan, 
Director of Research, Research Department, 
Glasgow Royal Maternity and Women’s Hospi- 
tal, for help and advice throughout this investi- 
gation and in the preparation of this paper. 
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CIRCUMVALLATE PLACENTA 


BY 


Joyce Moraan, B.Sc., M.D., F.R.C.O.G., D.A. 
Obstetrician and Gynaecologist 
Hillingdon Hospital 


Tue cause of circumvallate placenta is not 
known but the generally accepted theory is that 
of Whitridge Williams (1927), who states that 
the immediate cause is the too scanty develop- 
ment of the chorion frondosum. 

The differentiation of chorion into chorion 
frondosum and chorion laeve begins about the 
8th week of pregnancy, and once it has com- 
menced, it is irreversible. 

If the chorion frondosum is insufficient to 
meet the needs of the growing foetus, one of two 
things may happen: either the foetus dies, or the 
chorion frondosum increases by elongation and 
branching, burrowing into the decidua vera. 
With growth of the foetus, the extra-placental 
membranes become folded back on themselves 
at the limit of the frondosum, thus forming a 
ring. Sclerosis follows. 

It was thought that the condition of circum- 
vallate placenta was of purely anatomical 
interest, but this has not been our experience. 

Interest was first aroused in this condition 
because of the number of times a circumvallate 
placenta was found in cases of post-partum 
haemorrhage. 


The incidence of clenemaiiete placenta has 


been given by Paalman and Vander Veer (1953) 


in a recent article as 1 in 208 deliveries, but if 
partially circumvallate placentae are included 
this incidence is probably higher. 

We have collected a series of 204 cases of 
partial and complete circumvallate placentae. 
The incidence of haemorrhages, stillbirths, neo- 
natal deaths and prematurity, in this series, has 
been compared with the incidence in a group of 
2,000 consecutive deliveries, occurring in this 
hospital in 1952 (Tables I and II). 

There is a very striking increase in the inci- 
dence of both ante-partum and post-partum 


Tasie I 


Abnormalities Occurring in a Consecutive Series of 204 
Circumvallate Placentae 


Per cent 
Post-partum haemorrhage 44 21-57 
Manual removal of placenta (with 
or without haemorrhage) ae 13 6-57 
Credé’s expression ‘ 4 1-96 
Ante-partum haemorrhage (ex- 
cluding placenta praevia or 
accidental ; 27 13-57 
Prematurity 29 14-21 
Stillbirth .. 8 0-4 
II 
Abnormalities Occurring in a Series of 2,000 Consecutive 
Deliveries 
Per cent 
Post-partum haemorrhage 73 3-75 
Manual removal of placenta (with 
or without haemorrhage) e 7 0-35 
Ante-partum haemorrhage (ex- 
cluding placenta praevia or 
accidental 16 0-8 
Prematurity 8-8 
Stillbirth 28 1-4 


haemorrhage in cases of circumvallate placentae. 

This is understandable on the theory that the 
chorion frondosum has burrowed into the 
decidua vera. Manual removal of placentae was 
necessary in 13 cases (6-37 per cent). Ante- 
partum haemorrhage in some cases was indis- 
tinguishable from bleeding from a placenta 
praevia. This point has also been stressed by 
Paalman and Vander Veer. 

The stillbirth rates were more than double, 
and stillbirth nearly always occurred when the 
ring was close to the centre, leaving very little 
of the placenta unaffected. 
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The neonatal death rate was only slightly 
raised, but foetal distress during labour was a 


‘common finding. 


The prematurity rate was also doubled, and 
it is interesting to note that, in many of these 
cases, a similar history of premature births or 
haemorrhage had occurred, suggesting that the 
circumvallate condition of the placenta may 
recur. 

Diagnosis of the condition antenatally is not 
possible, but it may be suggested when there 
has been a previous similar history, associated 
with circumvallate placenta. Painless, causeless 
ante-partum haemorrhage must always, in. these 
cases, be suspected as being due to placenta 
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praevia, and treated as such; but vaginal 
examination under anaesthesia should be per- 
formed prior to Caesarean section. As far as is 
known at present, there is no method of pre- 
venting the condition. 


I wish to acknowledge, with gratitude, the 
help of Miss Rodway of Thorpe Coombe 
Hospital, for her interest, and for supplying 
details of half these cases. 
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A STUDY ON THE HAEMORRHAGIC TENDENCIES IN ECLAMPSIA 


BY 


S. PRODHAN, M.B., B.S., D.G.O.(Calcutta), M.R.C.O.G. 
From the Department of Obstetrics and Gynecology, Calcutta Medical College 


INTRODUCTION 


ECLAMPSIA is one of the pathological manifesta- 
tions of pregnancy, which is frequently fatal, but 
prognosis varies according to the severity of the 
disease. Eden and Holland (1948) classified as 
severe cases in whom two or more of the 
following signs were present: prolonged coma, 
pulse rate above 120 per minute, temperature 
103° F. or higher, systolic blood pressure above 
200 mm. Hg, more than five fits, a large amount 
of albumen in the urine, and absence of oedema. 
In the present work it has been found that 
marked manifestations of a haemorrhagic 
tendency as shown clinically by cerebral, sub- 
conjunctival, sub-mucous or sub-cutaneous 
haemorrhages are always correlated with the 
severity of the disease. 

Haemorrhage and necrosis about the portal 
vein or its branches in pregnant or puerperal 
women are commonly associated with eclampsia. 
The liver surface is usually studded with 
irregular sub-capsular patches of haemorrhage 
and, in rare cases, the capsule may rupture, 
giving rise to free blood in the peritoneum 
(Dieckmann, 1941). At autopsy examination 
haemorrhages are also frequently found in and 
around the afferent and interlobular arteries of 
the kidney, the brain, the myocardium, the 
retina, the mucous surfaces and the skin. 

Though the actual cause is still unknown, 
some toxic agent may be produced under the 
disease conditions, or there may be some 
associated changes in the physio-chemical con- 
dition of the blood. Such changes might be 
precipitated by the deleterious effects on organs, 
such as the liver, which control the mechanism 
of blood coagulation. In this connexion Wegner 
and Dieckmann (1941) observed that in mild 
cases of eclampsia the platelet count was 
unchanged, though it was lowered in some of the 
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fatal cases. They also suggested that serious 
haemorrhages might occur in eclampsia if the 
prothrombin level fell below 20 per cent of 
normal. 

In order to elucidate whether the haemor- 
rhages are associated with changes in the 
coagulation mechanism, some simple investi- 
gations were initiated. The present work was 
undertaken firstly to study possible changes in 
the plasma prothrombin levels in the acute and 
recovery phases of the disease, together with the 
effects of vitamin K therapy; secondly, to 
observe any variations in blood coagulation and 
clot retraction and, thirdly, to note any con- 
comitant changes in the bleeding time. 


MATERIALS 


The present study was carried out in Calcutta 
Medical College, between July, 1948 and 
September, 1951. Fifty full-time normal preg- 
nancies were investigated for comparison with a 
group of 67 cases of eclampsia, all of whom 
showed typical clinical signs of the disease. In 
this second group none had had antenatal care. 
They belonged to the average middle-class 
hospital patients of West Bengal and were aged 
between 13-31 years. All were Hindus except 3. 
All were admitted to hospital during the last 
trimester of pregnancy or at term, and most 
had already started labour. The group included 
51 primiparae, and one twin gestation with 
hydramnios. 

The mild cases were all conscious and sur- 
vived. The fatal cases were mostly unconscious 
or semi-conscious. A few who were conscious on 
admission became comatose as the disease 
progressed. In all instances the plasma pro- 
thrombin was estimated. In the eclamptic group 
it was repeated at 2- or 3-day intervals as long 
as the patient remained in hospital. In 17 cases 
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of eclampsia the effects of parenteral vitamin K 
(Synkavit, 20 mg. i.v.) on the plasma pro- 
thrombin, bleeding and clotting times and clot 
retraction were investigated. 


METHODS 


The plasma prothrombin levels were esti- 
mated by the method of Fullerton (1940) as 
modified by Iyengar, Sehra and Mukherji (1942). 
A solution of Russell’s Viper Venom (1 in 10,000) 
in M/40 calcium chloride, which was standard- 
ized before use, was used as the source of 
thrombokinase. With this technique the normal 
prothrombin time was 9-11 seconds; pro- 
thrombin index or percentage was calculated for 
record purposes as advocated by Illingworth 
(1939). 

Bleeding time determinations were made by 
the method of venous pressure (Ivy ef al., 
1941); the normal limits were found to be 2-4 
minutes. The coagulation times were measured 
by the venous blood modification of Lee and 
White’s method (1913); normal time limits 
were 3-6 minutes. Clot retraction was investi- 
gated by Macfarlane’s (1939) method; the 
normal limits were 48-60 per cent. 


RESULTS 


In 50 normal pregnancies an average plasma 
prothrombin level of 92 per cent of normal was 
found, which corresponds satisfactorily with that 
of 95 per cent reported by Javert and Macri 
(1941). No change in level was produced by the 
ante-partum use of parenteral vitamin K, an 
observation which confirms that of McCredy, 
Callahan and Grandin (1941). 

The eclampsia patients in this series were 
divided into three groups according to the degree 
in which there was a haemorrhagic tendency, 
their degree of hypoprothrombinaemia, and 
their response to vitamin K therapy. 

The first group comprised 25 mild eclamptic 
cases, all of whom survived. None showed 
clinical evidence of haemorrhage. The pro- 
thrombin times for this group on admission 
were 18-20 seconds and, later, during the 
recovery phase, 11-15 seconds. In this group 6 
cases who received vitamin K therapy showed a 
satisfactory response (see Fig. 1). In addition 
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bleeding time, coagulation time and percentage 
clot retraction were within normal limits (Tables 
I and II). 


20 GROUPT CaseNo. 25 
after injection Synkevit 
20 mqmiv 


PROTHROMBIN TIME IN SEC 
fe) 


° 


NO OF DAY OF ILLNESS IN HOSPITAL 


Fic. 1 


Typical case from eclamptic Group 1 showing improve- 
ment in prothrombin time following vitamin K. 


The second group consisted of 27 cases of 
eclampsia which were mild and survived. None 
had any observable haemorrhagic manifesta- 
tions, but, nevertheless, showed certain distinct 
differences from those in Group 1. Their initial 
prothrombin times were 20-25 seconds, but 
later, during convalescence, they showed a 
gradual improvement, until they fell to 13-16 
seconds. Eight cases in this group were observed 
after the administration of parenteral vitamin K. 
A poor response was elicited (see Fig. 2). 
Bleeding time, coagulation time and clot re- 
traction were, however, within normal limits 
(Tables I and II). 


TABLE I 
Range of Prothrombin in Normal Pregnancy and in 
Eclampsia 


Finally, 15 cases were included in a third 
group. All showed clinical evidence of haemor- 
rhage and all terminated fatally. The initial 
plasma prothrombin times ranged from 25-36 
seconds. Contrary to the trends in the other 
groups, repeated examinations showed that the 
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No. of Prothrombin Prothrombin 
; Cases Times Per cent 
(seconds) 
Normal pregnancy 50 10-12 100 -83-3 
Eclampsia: 
Group 1 14-15 55-5-50-0 
ae Group 2 — 15-25 50-0-40-4 
Group 3 25-36 40-4-27-7 
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GROUP TT Case No 22 
Prothrombin time bdetore injection 
Prothrombin time after iny Synkavit 
20 mgm | V + ---- 


PEAR CENT OF PROTHROMBIN 


4 6 8 10 


DATE OF ILLNESS 
Fic. 2 


Case from eclamptic Group 2 showing steady improve- 
ment in prothrombin per cent following vitamin K. 


prothrombin times either remained stationary or 
deteriorated further as the disease progressed 
(see Fig. 3). Only 3 cases in this group received 
vitamin K_ injections and none showed any 
apparent response in prothrombin, bleeding or 
coagulation time; all became more abnormal as 
the condition deteriorated. 


DISCUSSION 


In recent years it has become evident that the 
available supplies of vitamin K influence the 
elaboration of prothrombin by the liver. The 
formation of this essential coagulation factor is, 
moreover, dependent upon the functional in- 
tegrity of the liver itself. These observations have 
been the basis of the “‘vitamin K therapy test” 


described by Unger and Shapiro (1948), which 
has proved a sensitive index of the liver’s 
functional ability. In certain liver diseases such 
as obstructive jaundice (Quick, Ottenstein and 
Weltchek, 1938), biliary tract affection (Sinha, 
1943), liver cirrhosis and heavy metal poisoning 
(Brinkhaus and Warner, 1940), where the liver 
function is impaired, synthesis of prothrombin 
is reduced and a haemorrhagic diathesis becomes 
apparent. Eclampsia, in which the liver bears 
the brunt of the pathological changes, should be 
included among such diseases. Haemorrhage 
into the vital organs is one of the outstanding 
features of this condition. 


GROUP IT Case No. 13 
5100 -—— Prothrombin time 
~-- Prothrombin time “hour after 
injection of Synkavit 2OmqmiV 


PROTHROMBIN TIME IN SECONDS 


P20 


No of hours of eclampsia after which blood is examined 
Showing no marked change with admin of Vit.K 


Fic. 3 


Case from eclamptic Group 3 showing failure of 
response to vitamin K. 


TABLE II 


Range of Prothrombin Per cent, Bleeding Time, Coagulation Time, and Percentage Clot Retraction, in 17 Cases 
of Eclampsia, with Vitamin K (Synkavit) Therapy 


No.of Prothrombin — Coagulation Clot 
Cases rime Time Retraction 
(minutes) (minutes) Per cent 
Eclampsia: 
Group | .. 6 99 -9-66-6 34 46 48-60 
Group 2.. 8 62-6-55-5 45 46 48-60 
Group 3 .. 3 37-0-27-7 6-9 7-10 50-60 
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From the figures presented here it is evident 
that plasma prothrombin concentration levels 
are not significantly different in normal preg- 
nancy from those in the normal non-pregnant 
state. In eclampsia, however, the prothrombin 
levels diverge from the normal; all of my cases 
showed hypoprothrombinaemia to a greater 
or lesser degree and this change was directly 
proportional to the gravity of the case. 

In the mild cases of eclampsia in Group 1, 
where prothrombin concentrations ranged from 
55-5-50-0 per cent of normal, the functional 
ability of the liver was little affected as shown by 
the satisfactory response to the vitamin K 
therapy test. In this group, therefore, it appears 
that the liver is not too extensively damaged to 
undergo repair during the recovery stage of the 
disease. During convalescence the plasma pro- 
thrombin levels tended to return towards, and 
frequently reached, normal figures. In all cases 
in this group the bleeding and coagulation times 
were within normal limits. Clot retraction was 
unaltered. 

In the second group, in which the plasma 
prothrombin concentrations ranged from 50-0- 
40-4 per cent of normal, the response to the 
vitamin K therapy test was poor. The rise in 
prothrombin concentration was slow, which 
indicated that there was more interference with 
the functional ability of the liver, though 
bleeding and coagulation times and clot retrac- 
tion were all within normal limits. 

Physiologically haemorrhagic states occur 
when the prothrombin level of the plasma falls 
below 50 per cent of normal. It is evident, 
therefore, that the severe eclamptic cases in the 
third group might be expected to show haemor- 
rhagic tendencies or even frank haemorrhages. 
The plasma prothrombin concentrations in this 
group were all markedly lo, ced, the range 
being 40-4-27-7 per cent of normal. These 
levels fell below that at which the haemorrhagic 


state becomes apparent and, clinically, the . 
haemorrhagic manifestations were present in » 
prothrombin times were both prolonged. Re- 


every case. All died. The failure of response to 
the vitamin K therapy test, moreover, indicated 
that the liver function had been too badly 
damaged to allow of repair. In addition to the 
changes in the prothrombin concentration, 
abnormality of the clotting mechanism was also 
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demonstrated by alterations in the bleeding and 
coagulation times. It is of special interest, 
however, to note that the percentage clot 
retraction fell within normal limits in spite of 
the clotting defects. This is unlike the findings 
in true liver disease (Budtz-Olsen, 1951), where 
clot retraction is much diminished or even 
absent. This finding in eclamptic patients 
possibly indicates that in these cases fibrinogen 
levels are not so far diminished as in other types 
of liver disease, an observation which may be 
correlated with the raised fibrinogen levels 
found in normal pregnancy. 

It is evident, therefore, that the investigation 
of the plasma prothrombin concentration, 
together with bleeding and coagulation times, 
is valuable in eclampsia since they offer a 
method by which the functional state of the 
liver may be indirectly assessed. Their relative 
variations indicate the likelihood of the occur- 
rence of haemorrhagic episodes in the vital 
organs, and together they make it possible to 
forecast the prognosis in individual cases of 
eclampsia. 


SUMMARY 


(1) Observations on plasma prothrombin 
concentration, bleeding and coagulation times 
and clot retraction percentage have been made 
on 50 normal and 67 eclamptic pregnancies. 

(2) The coagulation mechanism in normal 
pregnancy did not differ significantly from that 
in non-pregnant persons. 

(3) Eclamptic cases were divisible into three 
groups according to their clinical condition. 
Mild and moderate cases survived; severe cases 
were fatal. 

(4) The blood findings in the mild group 
deviated little from the normal, though the 
prothrombin times were somewhat prolonged. 
Response to vitamin K therapy test was good. 

(5) The findings in the moderate group 
diverged more from the normal. Bleeding and 


sponse to vitamin K therapy test was poor. 

(6) In the severe cases prothrombin, coagula- 
tion and bleeding times were all prolonged. 
There was no response to vitamin K therapy 
test. 


| 
st 
fe 

| I 

i 


ide 


A STUDY ON HAEMORRHAGIC TENDENCIES IN ECLAMPSIA 905 


(7) Haemorrhagic episodes occurred in all the 
severe cases and all died. 

(8) The significance of the haemorrhagic 
state in eclampsia is discussed. 
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PARADOXICAL EMBOLISM IN PREGNANCY 
Review of the Literature and Report of a Case 
BY 


Henri H. A. SAUER, M.B., B.S. 
North Staffordshire Royal Infirmary, Stoke-on-Trent 


THE rarity of this condition per se, and the 
extreme rarity of its occurrence in association 
with pregnancy, merit the recording of a recent 
case with a brief review of the literature. 

Paradoxical embolism may occur when there 
is an abnormal communication between the 
chambers of the heart, allowing the passage of 
emboli from the right to the left side of the heart, 
by-passing the pulmonary circulation. The 
cardinal anomaly is almost always a patent 
foramen ovale, which occurs in 1 in 3 necropsies 
(Anderson, 1946). 

The classification of Thompson and Evans 
(1930) gives 3 types: 


1. Thrombus. 
2. Growth. 
3. Septic material. 


The pathology of the condition was first 
described in 1877 by Cohnheim, and recent 
articles have dealt thoroughly with this aspect. 
Therefore, further discussion from this point of 
view will be limited to those factors peculiarly 
associated with pregnancy. 
In a recent report of 6 cases with a review of 
the literature, Fruhling and Marcoux (1953) 
could find only 50 cases previously reported. 
These authors stressed that the diagnosis is only 
presumptive unless an embolus is found 
actually astride the septum, at post-mortem 
examination. Johnson (1951), however, gives 
three criteria for diagnosis: 
1. Patent foramen ovale. 
2. Pulmonary emboli. 
3. Systemic arterial emboli with no 
thrombosis in the left side of the heart. 


These conditions are satisfied in this case. 


Previous CASES 


In the literature I have been able to find only 
3 cases associated with pregnancy. The earliest 
reported case was that of Zahn (1881), which 
occurred in a multipara aged 41 years, one 
month after confinement which was normal 
apart from “excessive blood loss’. The symp- 
toms were those of acute respiratory distress. 
Autopsy showed an embolus astride the septum. 

Thompson and Evans (1930) recorded a case 
of a woman aged 30 years, occurring 3 weeks 
post-partum. Hemiplegia was the presenting 
sign. The case of Dimsdale (1935) occurred post- 
abortum, in a patient suffering from valvular 
endocarditis. 


REPORT OF A RECENT CASE 


Case No. 5031. Mrs. A.B., a primigravida, aged 29 
years, was admitted on 2nd August, 1954, at 1 p.m. Two 
days prior to admission she had been delivered of an 
8-months macerated foetus. The cause of the stillbirth is 
unknown, the pregnancy having proceeded normally and 
without incident. Delivery had been normal, and the 
third stage completed without complication. 

Three hours before admission the patient had been 
found frothing at the mouth, in a semi-conscious con- 
dition. She was referred to this hospital as a case of 
eclampsia. 

When admitted she was having no fits, but later on 
began to develop some generalized fits. There was 
nothing significant in her previous history. 

On admission her blood pressure was 140/75, pulse 88, 
regular and of good volume. She was semi-comatose and 
her respirations were stertorous. Auscultation revealed 
no abnormality in the heart or lungs. 

There was a left-sided hemiplegia. Urinanalysis was 
normal. 

“Fitting” commenced 2 hours later, and at this time 
lumbar puncture was done. The cerebrospinal fluid was 
clear and the pressure not increased. 

Consciousness was never regained, death occurring at 
7 a.m. on the following morning. 
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PARADOXICAL EMBOLISM IN PREGNANCY 


Summary of Autopsy Report 

Skull: The skull was normal. 

Brain: At the base of the brain there was found a clot 
occluding the middle cerebral arteries on both sides. The 
vessels themselves appeared normal. The carotid arteries 
in the skull appeared healthy, but in the right carotid 
syphon some thrombus was present. 

Neck: There was an ante-mortem clot in the com- 
mencement of the right internal carotid artery. The left 
carotid artery in the neck was normal. 

Thorax. Pulmonary Artery: In both left and right 
main branches of the pulmonary artery there were 
several small thrombi measuring 3 or 4 mm. in diameter, 
and showing a definite convolution. These were ante- 
mortem thrombi. 

Aorta and other great vessels were normal. 

Heart: No clots were found in the heart chambers. 
The coronary arteries and myocardium were healthy. 

The foramen ovale was patent, and guarded with a 
flap valve, and just admitted a }-inch probe. 

Abdomen: The uterus was enlarged from recent preg- 
nancy. 

The placental site on the posterior uterine wall 

healthy. 

No clots could be found in the small veins of the pelvis. 
The iliac and femoral veins were investigated and found 
to be normal. 


COMMENTARY 


From the autopsy, the cause of death was 
considered to be ‘Paradoxical Embolism 
through the Foramen Ovale’’. 

From the small size of the pulmonary emboli, 
the original thrombus formation was thought 
to have occurred in the small vessels of the pelvic 
venous plexus, and to have become completely 
detached, leaving no trace of origin. 


Pathology 

The frequent association of thrombo-embolic 
episodes with pregnancy is well known. Martin 
(1944), reviewing cases of cerebral venous 
thrombosis in pregnancy, noted that “‘in cases 
associated with childbirth, manifestations of 
thrombosis develop during the puerperium, and 
generally between 4 and 21 days after confine- 
ment”. Thrombosis at the placental site, and 
“‘metastases” via the vertebral veins were con- 
sidered by this author. 


Diagnosis 

The occurrence of fits, simulating an eclamptic 
episode, created an initial problem in diagnosis. 
However, the absence of any other criteria on 
which to make such a diagnosis, and the 


907 


presence of a hemiplegia, suggested some 
cerebro-vascular accident as the aetiological 
factor. 
McNairn (1948) lists the causes of hemiplegia 

in pregnancy as: 

1. Cerebral haemorrhage. 

2. Cerebral embolism. 

3. Subarachnoid haemorrhage, in that 

order. 


Sheehan (1939), discussing the differential 
diagnosis of obstetric patients admitted in con- 
vulsions or coma, considers cerebro-vascular 
accidents of primary importance. Dealing with 
puerperal thrombosis, thrombus formation 
developing “‘in certain of the meningeal veins 
entering the superior longitudinal sinus” is 
mentioned. 

The same author also states that “cerebral 
embolism is always due to acute endocarditis’. 
The available evidence, including the present 
case, must bring into question the accuracy of 
this statement. 

At the time, although the diagnosis of para- 
doxical embolism had been suggested, a clinical 
diagnosis, as most authors stress, is virtually 
impossible to make, and the occurrence of 
further fits was thought to be due to the con- 
tinuation of a thrombotic episode, haemorrhage 
being ruled out by lumbar puncture. 

It was not until the post-mortem examination 
that the true state of affairs was proven. 


SUMMARY 


(1) A case of Paradoxical Embolism compli- 
cating pregnancy is presented. 

(2) Criteria for making the diagnosis are 
given, and satisfied. 

(3) A survey of the literature reveals only 3 
other cases in pregnancy. 

(4) Difficulties in diagnosis have been pointed 
out. 


I am grateful to Dr. C. W. Healey for his 
permission to publish this case, also to Dr. A. J. 
McCall who performed the autopsy examination. 
Special thanks are due to Miss Martland, 
honorary librarian at the Orthopaedic Hospital, 
Newcastle. 
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CONSTRICTION RING 
BY 
DonaLp Beaton, 7.D., M.B., F.R.C.S.(E.), M.R.C.O.G. 


Consultant Obstetrician and Gynaecologist 
West Dorset Group Hospitals 


Tuis case is being reported for two reasons: (1) 
because of the rarity of cases of constriction ring 


published and (2) because of the. greater rarity 
of external evidence o constriction ring. 


Case RECORD 

A primigravida, aged 27 years, was due to be confined 
on 22nd January, 1953. Pregnancy was uneventful until 
a half-breech presentation was diagnosed at 35 weeks, 
and resisted attempts at version with or without anaes- 
thesia. Clinical and radiological assessment of the pelvis 
was good so that spontaneous onset of labour was 
awaited. This occurred 24 weeks later than estimated 
but her morale was high and when admitted she had 
already achieved 3-fingers dilatation of the cervix. 
Three-quarters dilatation was reached after 18 hours, 
during which she described the pains as severe and 
colicky. 

On the 16th February, after 28-hours labour, the con- 
dition was unchanged but the patient showed distress 
with contractions which continued to be of a good late 
first stage character. A third injection of Pethidine, 
100 mg., again gave considerable rest. 

At 38-hours the condition was unchanged. The patient 
was cheerful but becoming more distressed. She was now 
complaining of persistent pain in the abdomen in 
addition to that of the contractions. Vaginally, the breech 
was still in mid-cavity while the cervix, almost fully 
dilated, hung more loosely round the breech and was not 
distending with the contractions. 

Abdominal examination, however, was more instruc- 
tive. A wide depression was visible, encircling the middle 
third of the uterus. Its presence was confirmed by 
palpation, the depression becoming more marked on 
either side. When observed more closely, it was found to 
persist even when the rest of the uterus relaxed inter- 
mittently. 

Injection of 5 mg. of adrenaline chloride produced no 
evident release of this constriction in the following 2 
hours. The patient’s pulse now varied between 100 to 
120 while the foetal heart was 160 and regular. 

At 40 hours of labour it was decided to perform a 
section. Operation. Under 0-2 Pentothal, 80 mg. Flaxidil, 
Nitrous Oxide, Oxygen and Trilene. 

Palpation and inspection of the uterus showed that the 
constriction ring involved the middle third and was 


almost paper white and very tense, greatly reducing the 
uterine girth; no foetal parts were palpable through it. 

She was given an inhalation of m3 amyl nitrite twice 
successively; these produced a marked blush of the 
peritoneum and palpable softening of the myometrium 
but insignificant relaxation. 


The breech was delivered through the transverse | 


lower segment incision but the trunk would not follow 
so that a vertical iftision was-made through the con- 
striction. It was difficult to insert two fingers between the 
foetus and the uterine wall. The baby was delivered, 
thereafter, with ease and the remainder of the operation 
was uneventful, the T-shaped incision being closed as in 
a combined classical-lower segment approach. 

The baby, a female weighing 6 pounds 14 ounces, cried 
shortly after birth and made an uneventful recovery. 

The patient’s condition was only fair as there was some 
haemorrhage with the birth of the placenta. She was given 
a whole blood transfusion within 2 hours after the 
operation. Convalescence was uneventful, breast feeding 
satisfactory and involution normal. 


Follow-up 

Postnatal examination in 8th week showed no abnor- 
mality except that the uterus was loosely adherent to 
the abdominal scar. 

The patient delivered herself spontaneously of a live 
male child on 22nd October, 1954. There was no compli- 
cation. 


DISCUSSION 

Nomenclature 

The current literature in various languages 
describes anomalies of uterine contraction as: 
contraction ring, constriction ring, localized 
toxic contraction, Bandl’s ring, etc., not properly 
distinguishing a constriction ring from retraction 
or Bandl’s ring. This list is further confused by 
a “‘fat line” of the foetus seen radiologically and 
described recently by Lange-Hansen (1949) to 
show ‘“‘Bandl’s ring” in a series of cases which 
appear to the reader to be all of constriction 


ring. 
~~Clifford White (1913) drew a succinct dis- 
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tinction between these two conditions but the 
nomenclature remains confused. They are 
distinct entities with apparently different aeti- 
ology and different treatment; in one, obstruc- 
tion to the passage leads to retraction ring and 
in the other the constriction ring causes obstruc- 
tion to the passage. 

Incidence: An average figure is 1-2 per cent of 
all deliveries. Gibberd (1951) writes that a con- 
striction ring is neither “palpable nor visible 
from the abdomen”. Rudolph and Fields (1947) 
claim, in 38 per cent of their 56 cases, the con- 
striction was “‘seen or palpated on the anterior 
abdominal wall”. Rudolph (1935) found 9 per 
cent of externally palpable rings in a collected 
series of 272 cases. 

The incidence of breech presentation is 
generally unrecorded. Rucker (1946) found 7 
per cent in 202 cases. 


Aetiology 

Though there have been many proposals no 
convincing single cause has been presented. 

Two main pathological features are empha- 
sized: (1) a phenomenon of fatigue similar to 
the tetanic spasms which may occur in other 
muscles following excessive use, (2) an atavistic 
abnormality representing the segmentation of 
the uterus found in rodentia, etc. 

The rarity of constriction ring recurring in a 
subsequent confinement suggests a temporary 
cause and this holds true of primary uterine 
inertia with which constriction ring has many 
features in common. 

Many describe the onset as rapid but it is 
generally only discovered when the patient is 
examined vaginally for the first time under an 
anaesthetic. 


Treatment 

The condition is one of those complications 
which is frequently avoided by the proper care 
of every patient throughout labour. 

When the constriction is found and obstructs 
labour at any stage, amyl nitrite and adrenaline 
chloride are warmly advocated and are fre- 
quently successful in moderate cases. Deep 
surgical anaesthesia is widely acclaimed but is 
only available if the patient is shortly to be 
delivered. Most cases are, of course, already 
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anaesthetized when the diagnosis is made. An 
expectant policy is to be adopted in all cases in 
the first stage unless there is evidence of foetal 
distress or maternal exhaustion when section is 
necessary. All cases in the second stage are best 
treated by prompt vaginal delivery. 


Prognosis 

The former bad results to the mother were 
doubtless due to repeated unsuccessful attempts 
at forceps delivery or version before admission 
to hospital in a moribund state. The publication, 
more recently, of mild cases and those found 
during the 3rd stage has greatly reduced the 
reported overall mortality. 

The prognosis depends almost entirely on the 
extent and severity of the constriction, the stage 
of labour and the institution of proper treatment. 
Johnson (1946) reported 105 cases with no 
maternal deaths and a foetal mortality of 4-7 


per cent. 


Discussion 


There are many points in common between 
constriction ring dystocia and primary uterine 


| 


inertia; predisposing factors, clinical features | 


and «arly treatment. The conservative treatment, 
indeed, is very much the same but there is the 
additional burden, in the former, of relieving the 
spasm either medically or surgically. 

This case showed the slow dilation of the 
cervix despite painful contractions of varying 
frequency and intensity. Her response to 
Pethidine was excellent and her morale remained 
very high. 

At the third vaginal examination, at 18 hours 
labour, the cervix was three-quarters dilated but 


_ not taken up by the breech while the latter 


descended with uterine contractions indicating 
that there was then no constriction. 

The constriction must have developed gradu- 
ally between 24 and 34 hours of labour when the 
cervix remained in a state of almost full dilation. 

By the time the constriction ring became 
evident there was some recurring foetal distress. 
The use of adrenaline at this time produced no 
evidence to suggest that the spasm might de- 
crease sufficiently, with further injections, to 
allow vaginal delivery. 

At operation the constriction ring was very 


CONSTRICTION RING 


evident and could not, one would think, be any 
tighter; such a spasm must have occurred in a 
case described by Morgan (1954) where con- 
striction led to gangrene of foetal legs and 
buttocks. This was 2 hours after the adrenaline 
by which time one would expect a loosening had 
it been effective. The amyl nitrite certainly 
appeared to decrease the intensity and perhaps 
further inhalation might have helped. The 
foetus, however, demanded urgent delivery so 
that the section already described, was adopted. 
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MEGACOLON IN PREGNANCY CAUSING DYSTOCIA 


BY 


E. D. Y. Grassy, M.D., B.S., M.R.C.O.G. 
Gynaecological Surgeon 
AND 
B. K. Hicains, M.B., B.S. 
Resident Obstetrician 
Obstetric Unit, Pembury Hospital, Pembury, Kent 


DIMINUTION in tone of certain plain muscle in 
pregnancy is recognized as the probable cause 
of dilatation of the ureters, varices and consti- 
pation. 

Atony of an already dilated colon would be 
expected to have more serious consequences 
than simple constipation but only 3 such cases 
have been seen in this Unit in the last 10 years, 
equivalent to 3 in 12,758 admissions or 0-03 
per cent of 10,757 deiiveries. 

The first 2 cases gave almost identical histories 
and only the second is described. 


Case REPORTS 


Case No. 372/44, Mrs. W.M.D. was aged 32 and 

This patient was admitted to hospital on 2nd 
February, 1944 as a possible ectopic pregnancy. Her last 
menstrual period had occurred on 27th September, 1943 
and she had been well until that morning when she com- 
plained of generalized abdominal pain. On examination 
the abdomen was found to be distended and resonant 
with no signs of free fluid or gross tenderness. The dilated 
colon was clearly discernible, however, and peristalsis 
could be seen. The uterus was enlarged to correspond 
with the duration of amenorrhoea, i.e., of a 16-weeks 
pregnancy. There was little to suggest an acute abdominal 
emergency. 

On enquiring more closely into her history she admitted 
that she was normally very constipated and took “‘senna 
pods” as a suitable laxative. A similar attack of pain, the 
first, had occurred 2 years previously and was relieved by 
an enema and there had later been 2 moderately severe 
and several minor attacks of constipation which had been 
similarly relieved. She had been healthy as a child, had no 
recollection of trouble with her bowels then or until 1942. 
She had worked for many years as a clerk before her 


marriage. 

A straight X-ray examination of the abdomen showed 
gross distension of the large gut; subsequently a dilute 
2 Pl. 


barium enema was given and showed a megacolon (Fig. 
1). 

She was given a colon wash-out which produced 
immediate improvement and she later attended the 
antenatal clinic regularly; although she continued to be 
constipated senna was found adequate. At term she went 
into labour spontaneously, with a normal first stage but 
the second stage was prolonged, with no advance after 
2 hours and a simple low forceps extraction was per- 
formed. Her subsequent progress was uneventful and 
when seen 5 months later she was well and stated that 
her bowels were quite regular. However, in 1945 she was 
again admitted to hospital with a recurrent attack of 
abdominal pain, not as severe as in 1944 when she was 
pregnant, and this was again relieved by an enema. 


The second case was much more serious: 


Case No. 20198, Mrs. M.A. was aged 19 and a primi- 
gravida. 

This young girl attended the antenatal clinic in 
January, 1954, when she was 16-weeks pregnant. The 
history and general examination revealed nothing abnor- 
mal but on enquiry she admitted that for 2 years she had 
been very constipated and regularly took laxatives. As 
she came from a distance arrangements for subsequent 
antenatal examinations were made with her own doctor, 
but she was asked to return if any untoward symptoms 
occurred, and in any case at the 36th week. Instead she 
was not seen again until 26th June, at 8.30 p.m. when she 
was in labour. 

On admission her general condition was such that an 
accurate history of labour was not obtainable until after 
delivery. 

The fundal height corresponded to a pregnancy at 
term. Palpation revealed a cephalic presentation, the head 
not engaged. Uterine contractions were strong, very pain- 
ful and occurring almost continuously with only a few 
seconds interval between. She vomited repeatedly, there 
was marked diarrhoea and she was obviously very 
dehydrated with a dry, furred tongue. Her pulse rate was 
120 per minute, her blood pressure 100/60 mm. Hg, and 
she was greatly distressed by the almost continuous 
uterine contractions and rapidly becoming hysterical. 
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MEGACOLON IN PREGNANCY CAUSING DYSTOCIA 


Fifty mg. of Pethidine were given intravenously and 50 
mg. intramuscularly and she relaxed considerably. An 
intravenous infusion of normal saline was started. 

Vaginal examination revealed a large firm tumour 
behind the vagina and so pushing up the posterior vaginal 
wall that difficulty was found in reaching the vaginal 
vault. The first impression was that the foetal head was 
in the rectum. The cervix was fully dilated and the foetal 
head could just be reached at the pelvic brim. Rectal 
examination showed the tumour to be a solid mass of 
impacted faeces about the size of a foetal head (Fig. 2). 

A general anaesthetic was administered and the faecal 
mass removed manually with considerable difficulty. 

Following the removal of the obstructing mass the 
foetal head quickly descended into the pelvic cavity. The 
foetal heart was then so rapid as to be almost uncountable 
and labour was therefore quickly terminated by a simple 
forceps delivery. The infant, a girl, weighing 6 pounds 
8 ounces was cyanosed at birth but responded quickly to 
intragastric oxygen and later made excellent progress. 

Following delivery the patient made a rapid recovery. 
There was no further vomiting and, although she was 
incontinent of faeces for 5 days, an enema and mild 
laxatives re-established normal bowel actions by the 10th 
day. On the 13th day a barium enema was given and the 
Radiologist reported: “‘The barium injection produces 
an unusual distension of the rectum and sigmoid colon 
due to a loaded descending colon obstructing the barium 
flow. The appearances are those of poor tone with 
associated distension of the sigmoid loop and rectum” 
(Fig. 3). 

On questioning the patient after delivery she said that 
2 weeks before admission she had not had a bowel action 
for 5 days and took large doses of cascara; this had been 
foliowed by a spurious diarrhoea which had been almost 
continuous for 5 days before admission. 

On the evening of the 25th June she experienced colicky 
lower abdominal pain. As she also had several attacks of 
vomiting the patient thought she had eaten something 
which had upset her and she did not think she was in 
labour. The pains became more frequent over the next 24 
hours and they were recurring every 2 to 3 minutes on 
the evening of the 26th. At 6.30 pam. the pains became 
very much stronger and the membranes ruptured: it was 
this that decided the patient to seek admission. 


DISCUSSION 
Abnormal dilatation of the large gut may be 
due to Hirschsprung’s disease, a congenital 
segmental megacolon, or the “‘megacolon” of 
adolescents, believed to be due to prolonged 
constipation. Hirschsprung’s disease occurs in 
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small children and is unlikely to be seen in 
adults, as survival of such children untreated is 
exceptional. The megacolon seen in older 
children and young adults may be due entirely 
to chronic constipation but an associated innate 
poor muscle tone is a probable aetiological 
factor. 

Further atony of the plain muscle of the gut 
from the hormonal influences of pregnancy may, 
as in these cases, have serious consequences. 

A similar case of dystocia caused by faecal 
impaction was recently described by Etzel, 
DiMedio and Journey (1954). This occurred in a 
young gravida-2, aged 24 years, who was 
admitted to hospital in a state of collapse having 
been in labour for 3 days. Examination revealed 
a “pathologic retraction ring 2 cm. below the 
umbilicus”. The rectum and sigmoid colon 
contained a large mass of impacted faeces which 
was removed manually under Trilene analgesia, 
after which the presenting part descended into 
the pelvis and the dead foetus weighing 5 pounds 
6 ounces was delivered as a breech. She re- 
covered after resuscitation and transfusion. 
Rupture of the uterus was feared in this case, 
but delivery was easily effected when the ob- 
struction was removed. The patient had had no 
antenatal care and admitted that her bowels had 
not been opened for at least a month, but there 
is no note of any later X-ray investigations. 


SUMMARY 

(1) Three cases of megacolon in pregnancy 
with significant symptoms have been seen in 
12,758 admissions. 

(2) In one case actual dystocia occurred and 
was only relieved by manual removal of the 
impacted mass of faeces. 

(3) One similar case has been described, and 
was presumably due to an acquired megacolon. 
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TOXAEMIA OF PREGNANCY AND THE CHILD 


BY 


BRIAN CREAMER,* M.D., M.R.C.P. 
From the Department of Paediatrics, St. Thomas’s Hospital, London, S.E.1 


THE object of this investigation was to determine 
whether toxaemia of pregnancy has any effect 
on the child beyond the neonatal period or has 
any correlation with anomalies of development. 

In the vast literature on the environmental 
factors affecting the foetus and child, toxaemia 
of pregnancy has been curiously neglected. 

The high foetal mortality in this condition has 
been universally recognized. However, the high 
neonatal mortality in this condition was first 
emphasized by Tunis in 1928. He quotes a large 
series of figures mainly prepared by Esch and 
concludes that prematurity is one of the main 
factors causing the high mortality. This aspect 
was confirmed by Tyson and Bowman (1931) 
though both Tunis and Tyson record cases in 
which they consider neonatal death to have been 
due to a direct action of the maternal toxaemia 
on the child. 

Ludlow (1933) was the first to point out the 
fact that premature infants from toxaemic 
mothers have a lower neonatal mortality than 
premature infants from non-toxaemic mothers. 
He also showed that these infants had a better 
weight gain while in hospital than normal 
premature infants. In contrast to this full-time 
infants from toxaemic mothers have a higher 
neonatal mortality and a poorer weight gain 
while in hospital than normal full-time infants. 

This paradoxical situation was confirmed by 
Brash (1949) though she did not find the weight 
gain while in hospital of the two groups to be 
significantly different. However, Drillien (1947) 
in a monumental survey of stillbirth, prematurity 
and neonatal death could not show any signifi- 
cant difference in the survival of neonates from 
toxaemic and non-toxaemic mothers. 

Tyson and Bowman (1931) followed up 78 
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children from toxaemic pregnancies for periods 
varying from 1 month to 1 year and one child 
for 2 years and could find no difference in their 
health and development from normal children. 
The present investigation aims to discover if 
these children are in any way handicapped by 
the maternal toxaemia. 


MATERIAL 


All the children studied were born in St. 
Thomas’s Hospital during the years 1948-1951 
and when seen were between the ages of | ard 
4} years. Full antenatal, delivery and neonatal 
records were available for all the children. The 
mothers were circulated and asked to attend with 
their children for examination. A history was 
taken of the developmental milestones of sitting, 
standing and walking and of any illnesses. The 
children were examined, weighed and measured 
for height and head circumference. 

During the period studied there were 142 
children delivered following toxaemia of preg- 
nancy. Of these 16 were either stillborn or have 
since died and of the remaining 126 children 
94 (75 per cent) have been examined. The rest 
were either unable to be traced or failed to 
attend. 

Ali mothers had diastolic hypertension (over 
90 mm. mercury) and had either oedema or 
albuminuria, the majority having both these 
features. All were considered to be cases of 
toxaemia of pregnancy by the clinicians in 
charge of the cases. 

For the purpose of this investigation the 
toxaemias were divided into three arbitrary 
grades of severity: 

(1) Mild—Diastolic hypertension under 100 
mm. of mercury and without marked oedema 
or albuminuria. 
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TOXAEMIA OF PREGNANCY AND THE CHILD 


(2) Moderate—Diastolic hypertension of 


under 120 mm. of mercury and without gross 
oedema or albuminuria. 

(3) Severe—Diastolic hypertension of 120 
mm. of mercury and over and those cases that 
pursued a fulminating course. 

In the series of 94 children that have been seen, 
12 resulted from pregnancies showing severe 
toxaemia, 61 from moderate and 21 from mild 
toxaemias. In 2 cases the mother was diabetic, 
1 mother had chronic nephritis and 8 had 
essential hypertension before the onset of the 
toxaemia. These cases were considered too few 
to separate from the uncomplicated ones. 

As a control group 74 children born in the 
hospital following a normal pregnancy were 
similarly examined. 

Of the 142 deliveries following toxaemia 
9 (6-3 per cent) resulted in stillbirth. The 
Registrar General’s figures during this period 
gave the overall stillbirth rate as 2-3 per cent. 
A further 4 children (2-8 per cent) died during 
the neonatal period. Of the remaining children 
it is known that 3 more died during the first year 
of life. 

Of the 133 liveborn children 17 (12-8 per cent) 
were premature by birthweight (weighing less 
than 5} pounds) and 3 died in the neonatal 
period (17-6 per cent of liveborn prematures) 


and 1 during the first year of life. All the pre-- 


mature children that were stillborn or have since 
died came from severe toxaemias and of the 13 
that survived 6 came from severe toxaemias and 
7 from moderate toxaemias. During the same 
period in this hospital the neonatal death rate 
of non-toxaemic premature infants was 21 per 
cent. 

Therefore the background to this series shows 
a high stillbirth rate and a high premature rate 
which is related to the severity of the toxaemia 
(Table I). However, the neonatal mortality rates 
of premature infants from the toxaemic and 
control groups are comparable. 


PRESENT STUDY 


The results of the investigation of both groups 
show the following facts: 

(1) Congenital anomalies: Amongst the toxae- 
mic group the incidence was 13-2 per cent and 
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TABLE I 
Showing the Relation Between the Degree of Maternal 
Toxaemia and the Incidence of Stillbirth, Premature 
Birth and Neonatal Death 


Liveborn Total 
Premature Neonatal 
Children Deaths 


Degree of Total 
Toxaemia Stillbirths 


Mild .. a 2 0 0 
Moderate .. 3 7 3 
Severe 4 6 1 


among the control group 13-5 per cent. Many 
of these were minor defects such as haemangio- 
mata, squints and abnormalities of ears and 
fingers. The correlation between the two groups 
is what would be expected as maternal toxaemia 
commences after most congenital anomalies are 
laid down. 

(2) Developmental milestones: In _ sitting, 
standing and walking the distribution of children 
in both groups was almost identical. 

(3) Physical development: The curves for 
weight gain, height increase and skull circum- 
ference did not show any significant variation 
in the two groups (Figs. 1 and 2). 
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(4) Health: The sickness rates for the two 
groups did not show any significant difference 
when corrected for age. The toxaemic group had 
a sickness rate of 31-0 per cent and the control 
group 28-2 per cent. 

An attempt was made to assess the effect of 
prematurity in the toxaemic group. The number 
of premature infants was small but it can be 
seen that about half of these are under weight 
and under height during the whole age group 
studied. In the developmental milestones about 
a third of the premature children were 2 and 3 
months later than the average but within the 
overall distribution. The sickness rate was 30-1 
per cent, similar to that of the whole toxaemic 
group. Douglas and Mogford have recently 
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shown that premature infants from any cause 
are on the whole behind in physical development 
(1953a) up to the age of 4 years and that they 
have an increased sickness rate (1953b). Apart 
from the sickness rate, which in any case is 
dependent on the history and therefore liable to 
inaccuracy, the premature infants in the toxae- 
mic group have behaved similarly to normal 
premature infants. 

From this investigation it appears that 
toxaemia of pregnancy has no effect upon the 
development and health of the liveborn children. 
There is a greater risk of premature birth but 
there is no additional handicap and these pre- 
mature infants behave as those from normal 
pregnancies. 


SUMMARY 


Ninety-four children resulting from preg- 
nancies complicated by toxaemia of pregnancy 
were followed up between the ages of 1 to 4} 
years. Seventy-four children from normal preg- 
nancies were similarly examined as a control 
group. No difference was found between the two 
groups in respect of physical development, 
milestones, health or congenital anomalies. There 
is an increased prematurity rate but these 
children develop similarly to premature infants 
from normal pregnancies. 
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RACIAL DIFFERENCES IN INCIDENCE OF PRE-ECLAMPSIA 
AND ECLAMPSIA IN FIJI 


BY 


E. Bett, M.D. 
Nutrition Research Department, University of Otago Medical School, Dunedin, New Zealand 
AND 


Lucy Wits, M.A., M.B. 
Formerly of the Pathological Department, Royal Free Hospital, London 


DurinG January and February, 1950, a pilot 
study in nutrition (Bell and Wills, 1952) was 
undertaken in Fiji under direction from the 
British Colonial Office at the request of Dr. 
J. M. Cruikshank, Director of Medical Services 
for the South Pacific Area. Hipsley (1953a) has 
referred to it in connexion with the attention it 
has drawn to the marked difference in the 
incidence of toxaemia occurring in the two 
dark-skinned races living there, viz., the Fijians 
who are Melanesian in origin and who were the 
original inhabitants of the Fiji Islands, and 
the Indians who were introduced between 1879 
and 1916 (Coulter, 1942) as indentured labour 
to work in the sugar plantations. Instead of re- 
turning to India these have remained, now with 
their descendants comprising 138,425 of the 
total population of 293,764, compared with 
129,896 Fijians (1950 statistics). The origin of 
the Indians in Fiji was as follows: 


United and Central Provinces 54,600 
Southern Indians 25,500 
Punjabis 3,000 
Gujeratis 2,500 
Unknown origin... 800 


The terms of reference of the survey called 
primarily for an assessment of the state of 
nutrition of the people of both races with 
particular regard to the amount of anaemia in 
the Indian population, and as only a few weeks 
during the rainy season were available for the 
survey, the study was of necessity concerned 
chiefly with one or two of the main aspects of 
health and nutrition in the coastal strip of the 
island of Viti Levu (the interior being inacces- 
sible except by time-consuming transport on 


horseback), while statistics for eclampsia, col- 
lected as a subsidiary observation, were limited 
by the time available. 

In thus rapidly assessing the nutritional and 
haemoglobin status of a population, special 
attention must be given to the “‘vulnerable” 
groups such as pregnant and lactating women, 
infants and children. During the course of testing 
the blood of women in the antenatal clinic and 
the maternity wards in the Colonial War 
Memorial Hospital in Suva, an opportunity 
occurred for examining the case records to 
obtain figures supporting the observations made 
by the obstetrician-in-charge, Dr. D. J. 
Oldmeadow, and by his nursing staff, that a 


high proportion of Indian women were admitted — 


for eclampsia and pre-eclampsia, whereas Fijian 
women appeared to be almost immune to this 
disorder of pregnancy. That the Fijian women 
are not completely immune is indicated by the 
report for morbidity statistics published in 
1952, recording | case in a Fijian and 7 cases 
among Indians in 1950. The racial contrast is , 
illustrated by the following statistics from the 
hospital case records: 


Cases of Pre-eclampsia and Eclampsia 
Fijian Women Indian Women 
Year 
Confinements Cases Confinemerts Cases 
1947 .. 195 0 321 5 
1948 .. 254 0 416 7 


In 1949, again no cases occurred among 
Fijian women, while the number of Indian 
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women affected was 27, of whom 13 were 
primiparae and 14 multiparae. Of the 13 primi- 
parae, the age range was 16-31, 10 were under 
20 years of age, 2 others were 21-23, and 1 was 
31. Of the 14 multiparae the average age was 
27 and the average parity 5-4. The age of 
marriage is earlier among Indian women than 
among Fijian women. It is legal for the Indian 
girl to be married at 14 years of age, and, 
though she may be a year or two older than this 
at marriage, the tendency is for her to have 
children early and in rapid succession. It is 
stated by Coulter (1942) that, whereas 77 per 
cent of Indian women are married by the age 
of 20, only 9 per cent of Fijian women are 
married by that age, 43 per cent between 20 
and 25, 48 per cent between 25 and 30, while the 
family as a rule is smaller than the Indian 
family. There is moreover usually considerable 
spacing between Fijian children, for example 2 
years, or in former times even up to 5 years, to 
allow the child to be succoured from the breast 
(Coulter, 1942), a custom which permits a con- 
tribution of some protein in the toddler stage 
when cow’s milk or other suitable protein foods 
are not available. If a defect in nutrient intake 
were one of the causal factors in pre-eclampsia, 
the Indian social background would tend to 
accentuate the defect. 

Peoples other than the Fijians similarly 
natives of the South Pacific are likewise free 
from this disorder of pregnancy, for there is 
testimony to its absence from New Guinea 
(Hipsley, 1949), the Solomon Islands (Sayers), 
and Western Samoa (Turbott; Lopdell). At one 
time, about two decades ago, it-was stated that 
the Maori race in New Zealand were not 
susceptible to eclampsia, but later this was 
denied. It is possible that the Maori women 
may have adopted susceptibility along with the 
present-day adoption of European ways of 
living. If so, their case would parallel that 
of the Negro women in the United States of 
America. 

At the time of the Pilot Survey on Nutrition 
in Fiji, data on the amounts of various foods 
eaten were scanty. The only information avail- 
able on the dietaries of the Indians was in a 
1943 Cost-of-Living Survey by Carne (1943) to 
collect economic data for recommending wage 
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rates. Bell and Wills (1952) calculated the 
nutrient value of the average Indian workman’s 
diet based on Carne’s figures; as the list of foods 
was copied into Hipsley’s paper (1953a), it will 
not be repeated here. Hipsley calculated the 
amount of “‘fibre”’ in the foods listed and postu- 
lated a relationship between low “‘fibre”’ content 
and tendency to pre-eclampsia. However, home- 
grown vegetables might not have been entered 
among food costs, and the present authors 
ascertained at the time of their Survey that the 
figures for vegetable and fruit consumption 
might well be incomplete. Though imperfect, the 
list nevertheless allowed calculations to be made 
for approximate calorie, protein, mineral and 
thiamine intake, items the adequacy of which 
had been called in question. Despite the 
omission which has led to Hipsley’s (1953a) 
underestimate of the “‘fibre’’ content of the 
Indian diet, it may still be the case that the 
amount of fibre in the diet of the Indian falls 
short of that which is present in the Fijian diet. 
Detailed information on this point has yet to be 
brought to light. At the time when the nutrition 
survey was made, no quantitative information 
on the daily food intake of Fijians was to be had, 
but a recent report by Langley (1954) shows by 
calculation the following average per head per 
day: 


Calories .. 2,388 Iron, mg. 7 17 
Protein, g. Vitamin A,1.U. 41,800 
Animal protein, g. 12 Thiamin, mg. .. 1-43 
WAS. Riboflavin, mg. 0-91 
Carbohydrate, g. 476 Niacin, mg. .. 12-7 
Calcium, g. 0-57 Ascorbicacid,mg. 425 


The high carbohydrate content of the Fijian 
diet arises from the use of starchy roots and 
fruits—yam, dalo (Taro), tapioca root, bread- 
fruit, banana, while cereals occupy a minor 
place. The amount of “‘fibre”’, using the term in 
the wide sense in which it was used by Hipsley, 
would undoubtedly be high in the Fijian diet, 
but the absence of adequate data for Indian 
vegetable and fruit intake makes comparison on 
this score merely conjectural at this stage. 
Information on the foods consumed in Indian 
households in Fiji is however in the process of 
being collected at present and should be available 
shortly. 

The amount of fat calculated from Carne’s 
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figures as the daily average in the Indian diet 
was 74 g., a considerably higher average than 
that computed for the Fijian diet. At first, the 
small total for fat in the latter diet seemed 
surprising when coconut cream had frequently 
figured in the meals prepared for our visit, but 
being troublesome to prepare it can readily be 
understood to be the type of food served to 
guests rather than eaten frequently under 
village conditions. The Indian custom of making 
chappatis (“‘roti’”) which would need to have 
a little oil or ghee on the pan to prevent them 
from sticking to it while being cooked, and 
which are then lightly smeared with oil or ghee 
before being eaten, no doubt adds somewhat 
to the fat intake. That type of cooking is not a 
feature of the Fijian methods of food prepara- 
tion for, under ordinary circumstances, the 
Fijian foods are boiled, and less often baked in 
hot stones, the latter more likely on festive 
occasions. 

No data are yet available on the salt intake for 
either race. The Indians use curries, but whether 
they salt their food to a greater degree than the 
Fijians is still unexplored. The Fijian village life 
tends to make it difficult to obtain salt except 
by evaporating it from sea-water. They are not 
traders, so they would have very little money for 
buying salt. A present of a packet of salt pre- 
pared by evaporation of sea-water, the packet 
estimated to contain about 4 pounds, was 
pointed out as the type of gift that is much 
appreciated when taken by coast-dwelling 
Fijians to a village that is not near enough to the 
sea for procuring sea-water. This gave the 
impression that salt was not a conspicuous item 
in the diet of the Fijians but accurate informa- 
tion is needed on this point. In regard to one 
of the inland tribes in New Guinea, Dickie and 
Malcolm (1940) analyzed a salt substitute 
prepared from the ash left after burning a grass 
known in New Guinea as “‘kurnai’’, probably 
Imperata cylindrica, var. Koenigii. This was 
found to contain potassium 39-1 per cent; 
sodium, 1-5; calcium, 1-2; chlorine, 19-4; 
sulphate, 25-4 per cent; phosphate, traces. This 
tribe obtains further salt from carefully pre- 
serving and using the biood when an animal is 
killed. 

The total number of cases of pregnancy 
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toxaemia was not large enough to justify any 
analysis of the seasonal incidence. “‘To those 
acquainted with the climate of Hawaii, the 
climate of Fiji is perceptibly warmer, more 
humid and more enervating.” “The average 
temperature at Suva is about 77° F. During the 
hot season, from November to March, the mean 
is nearly 80°; from June to August it is about 
73°” (Coulter, 1942). The average rainfall at 
Suva which is on the wet side of the island of 
Viti Levu, is 118 inches. In 1949, the rainfall 
had been 200 inches. The rainy season lasts 
from January to March. 

There is a marked difference in body build 
in the two races. At birth the Indian infants in 
the C.W.M. Hospital averaged 54 pounds in 
weight at the time of the Pilot Survey. By 
contrast, the weight of the Fijian infant at 
birth averages 8 pounds. A few years earlier, 
Indian patients in the maternity ward had been 
chiefly those requiring emergency treatment. 
There being a big proportion of premature 
Indian infants in those earlier years, the average 
birth weight had then been 4} pounds. Latterly, 
however, the maternity ward had become 
popular for normal deliveries, the total bookings 
had increased, with the result that there were 
more full-time Indian infants than prematures; 
consequently, the records gave figures for 
the average birth weight as 5} pounds in 
1949, 

The adult Fijian stature and breadth are in 
similar contrast with the small slight frame 
of most of the Indians. It is futile to argue 
whether nature or nurture is chiefly responsible 
for the small body build of the Indians until 
several generations have been born under good 
nutritional circumstances. 

The way of life of the two races is still very 
different. Though most of the patients coming to 
the C.W.M. Hospital might be classified as 
urban, the Indians tend to be more urbanized 
than the Fijians, as the latter live in villages in a 
communal type of life. In Suva, Indians pre- 
ponderate in retail trade, shoe-repairing, tailor- 
ing, transport, and, though some of the Fijians 
are employed as police, traffic officers, clerks, 
stevedores, and teachers, it can still be said that 
the majority of Fijians live the communal village 
type of life, growing their food, fishing, building 
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or repairing their houses, making mats or 
baskets for their own use, gathering and pre- 
paring food, caring for children and old folk. 
The communal work for a day is proclaimed in 
the evening. The Fijian chief directs what is to 
be done by each man and woman. Much of their 
work is interwoven with conversation and 
laughter, and work is also a social occasion. 
Their type of life seems much less tense than that 
of the Indians. There is very little incentive for 
the Fijian to collect possessions, as in their 
communal type of society they are under an 
obligation to share their goods or money with 
other Fijians if called on to do so. The Indian 
background is not far removed from the struggle 
from indentured immigration to tenant farming 
or commerce. Marriage debts, litigation, use of 
money for re-visiting India—these are items in 
the Indian life which are foreign to the Fijian, 
but which all have an effect on the amount of 
money available for spending on food, and on 
the sum of psychological stress. 

One notable difference found during the Pilot 
Survey was in the incidence of incipient goitre, 
which is rare among Fijians, prevalent among 
Indians (all of whom live near the sea coast, a 
point worth mentioning because so many 
erroneously believe that people living near the 
sea are free from goitre). Thyroid enlargement 
is known to have a dietary basis, and the above 
difference in incidence appears to signify that 
one or other or both of two factors operate to 
create the disparity, namely, too little iodine 
in the diet of the Indians, and/or a goitrogen in 
one of their staple foods, with resulting increased 
output of thyrotrophic hormone from the 
pituitary. 

There was also a moderate degree of hypo- 
chromic anaemia among Indian women of the 
child-bearing age group. Though a small 
number of cases of macrocytic anaemia had 
been recorded by Barnes (1948) among the 
severe anaemias admitted to the C.W.M. 
Hospital, and though a few cases were demon- 
strated in the wards, no instances were found 
during the survey of the villages. This was in 
contrast with the frequency with which it had 
been found to occur in India (Wills, 1931), 
where early marriage, close succession of preg- 
nancies, and abstention from meat for religious 
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and economic reasons were among the causal 
factors. 

Statistics for the year 1950 showed no deaths 
from beri-beri or pellagra in either race. Deaths 
from diabetes mellitus numbered 84 among 
Indians, and only 4 among Fijians. 


DISCUSSION 

Dieckmann (1952) has discussed very fully 
the factors that influence the toxaemias of preg- 
nancy. Hartmann (1952) has said that in regard 
to the fundamental science of eclampsia we are 
still floundering. Hipsley (1953b) supports his 
theory by suggesting several mechanisms by 
which a factor associated with “‘fibre’’ might act 
to benefit the metabolism in pregnancy; but we 
await further evidence as to whether the pro- 
tection afforded by the way of life of the native 
peoples of the South Pacific lies in a constituent 
associated with plant residues or in some other 
dietary or alternative practice. Their freedom 
from these disorders of pregnancy seems to 
indicate that something in their way of life is 
more right than something is in ours, and the 
circumstance is worthy of further study. 


SUMMARY 

(1) Cases of pre-eclampsia and eclampsia 
occur rarely in Fijian women but with consider- 
able frequency among Indian women in Fiji. 

(2) Notes made on some of the factors which 
are thought to have an influence on the occur- 
rence and severity of this disorder of pregnancy 
are herein recorded. The notes were made for 
comparing the two races in respect to these 
factors during a pilot survey of nutrition in Fiji 
which occupied the first six weeks of 1950. 

(3) The need for further study of the dietary 
and other habits of the two races is stressed, as 
the contrast may bring to light some clue to the 
prevention of this disorder. 
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CARCINOMA OF THE VAGINA AND PROCIDENTIA 


BY 


C. KEITH VARTAN, F.R.C.S., F.R.C.O.G. 
Gynaecologist, Woolwich Group of Hospitals, London and of Bromley Group of Hospitals, Kent 


THE chance encounter of such a condition, and 
the mention of it here and there, led me to under- 
stand that there is a widespread and fairly 
general impression that the two conditions do 
not occur together. Such, of course, could not be 
the case; however, on looking up references, I 
could find none to a mention of the condition in 
this journal. I concluded therefore that it must 
be rare, and felt that a brief revue of the litera- 
ture together with the publication of a case 
might serve some useful purpose. It has been 
difficult sometimes to be certain what the authors 
have meant by the term “procidentia”, some us- 
ing it to mean a bad prolapse, some restricting it 
to complete extroversion of the vagina with the 
uterus wholly outside the vulva. It has also been 
difficult sometimes to learn if the carcinoma 
started on the cervix and spread to the vagina, or 
whether it arose primarily in the vagina. The 
historical preamble will therefore include refer- 
ences to severe prolapse and to procidentia, and 
to carcinoma both of the vagina and of the 
cervix. 

Instances have been recorded in ones and 
twos over the last 75 years. A Harveian Lecture 
by Williams (1888) in 1886 included a mention of 
a case in a woman of 75. Seven years later, 
Pomtow (1893), opening the discussion on car- 
cinoma of the uterus in Berlin, mentioned 29 
cases he had found in the literature, and Kurtz 
(1894), in his inaugural address at the Congress 
at Tiibingen in the following year, added | more. 
Backer (1897) recorded the only instance in 
11,000 women, 755 of whom had carcinoma. In 
1898, Schmidt contributed 3 further cases. The 
first mention in the British literature was when 
H. Russell Andrews (1910) presented a case to 
the Royal Society of Medicine. He presented his 
second in 1923. The first patient was 86 and the 
second 77. In the first, the ulcer was the “size of 


1 Pl. 


half-a-crown” (3-2 cm.) and in the second “the 
size of a shilling” (2-3) cm.). Both were instances 
of true procidentia; the second case had been 
supported “with a diaper” for 10 years. Both 
were dealt with by vaginal hysterectomy, though 
in the first case a contact ulcer on the vulva had 
also to be locally excised. Macleod reported a 
case in the British Medical Journal in 1926, and 
in 1929 Smith, Graves and Pemberton, reviewing 
683 cases in which the cervix protruded from the 
vulva, noted ulceration in 22-5 per cent of these 
cases but only | instance of malignancy. “This 
was the only case ever seen at this clinic (Free 
Hospital for Women, Brookline, Massachu- 
setts) and the only case seen by any of the staff 
members in their entire experience.” Their ex- 
planation of the rarity in women of cancer age 
was the absence of retained chemically changed 
irritating secretions occasioned by good pelvic 
drainage. Guthrie and Bache published | case in 
1932 and Heider 3 cases in 1933. Boukalik (1934) 
reports a case which was treated successfully 
with a radium tube and radium needles. This was 
not a true procidentia, but a 10-year cure was 
achieved. Emmert and Taussig strike a new note 
when they report in 1934 finding 4 cases in 5 
years at the Barnard Free Skin and Cancer 
Hospital at St. Louis, and they state their belief 
that the condition is not so rare as is usually 
held. Miss Basden showed a case to the Royal 
Society of Medicine in 1937, and, as with the 
case shown 14 years earlier by Russell Andrews, 
there was a contact ulcer on the vulva. Her 
patient was aged 69, and had had her prolapse 
for 38 years. Her examination of the records of 
the Marie Curie Hospital revealed only | carci- 
noma of the vagina, and 2 carcinomata of the 
cervix in association with prolapse. It is of 
interest that radium applied to the cervix of one 
of these cases cured not only the growth, but 
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Fic. 1 


Photograph showing Procidentia (complete prolapse with extroversion of the 
vagina), together with a malignant decubital ulcer in the region of the 
inverted vault. 


Photomicrograph of a portion of the ulcerated edge, showing invasion with 
squamous cells, and well marked cell-nest formation. x 700. 
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also the prolapse, a finding also to be recorded 6 
years later by Harvey and Ritchie (1943). A case 
recorded by Edwards and Beebe (1950), of car- 
cinoma of the cervix and procidentia, and healed 
with radium, was dead in 2 years with extensive 
local spread in the pelvis. 

To these cases previously recorded the follow- 
ing is added. 


Mrs. E., aet. 78, had been conscious of her prolapse for 
25 years but since she had “always enjoyed perfect 
health” she had not consulted a doctor. Recently, how- 
ever, bleeding had commenced, so she sought advice. 

On examination she was found to be a remarkably 
sprightly individual with a haemoglobin level of 82 per 
cent. There was complete extroversion of the vagina, with 
a decubital ulcer 5 cm. in diameter in the region of the 
one-time vault of the vagina. The edges were grossly 
heaped up and bled on touch. There was a coincident pro- 
lapse of the rectal mucosa. No enlarged glands were 
palpable in the groins. 

The procidentia and the carcinomatous ulcer were 
dealt with by vaginal hysterectomy, and the prolapsed 
rectum by the threading of a loop of tantalum wire 
through the sphincter ani. She stood these operations 
very well, but 8 weeks later complained of pain in the 
back. X-ray photography revealed the presence of a 
secondary deposit in the dorsal spine. 


SUMMARY 


This survey shows that carcinoma of the 
vagina and cervix, in association with prociden- 
tia and prolapse, is indeed uncommon. 
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I am indebted to Dr. L. A. Lees for the photo- 
graph and photomicrograph. 
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URINARY INFECTIONS AFTER 


VAGINAL REPAIR OPERATIONS 


AND THE USE OF PROPHYLACTIC SULPHADIMIDINE 


BY 


CHARLES J. CHAMP, M.D., M.R.C.O.G. 


Senior 


Registrar 


Department of Obstetrics and Gynaecology, Royal Free Hospital, London 


InrecTions of the urinary tract commonly 
follow vaginal repair operations and may be 
attributed to trauma at the time of the operation 
and post-operative catheterization. Retention of 
urine will predispose to infection. 

Barnes and Brand (1954) reported cystitis in 
30 per cent of patients after various vaginal 
operations and Durham, Shooter and Curwen 
(1954) reported bacteria in the urine of 93 per 
cent of their patients. 

Since the predominant organisms responsible 
for the urinary infections belong to the coliform 
group, prophylactic sulphonamides have been 
recommended by Wilson and Masson (1940), 
Younge (1945) and Kenny (1945). Durham and 
his colleagues (1954), however, found that 
prophylactic “sulphatriad” was of little value. 

During the 3-year period from June, 1951 
until June, 1954 investigations have been carried 
out at the Royal Free Hospital to determine the 
frequency and nature of post-operative urinary 
infections after major gynaecological repair 
operations and to assess the value, if any, of a 
course of prophylactic sulphadimidine. 


CLINICAL MATERIAL 


A series of 300 vaginal repair operations has 
been studied consisting of 3 groups of 100 cases 
of each of the following operations: (1) vaginal 
hysterectomy and repair, (2) Manchester repair, 
(3) anterior and posterior colpoperineorrhaphy. 
Each group has been subdivided equally into 
those treated with and those without prophy- 
lactic sulphadimidine. 

On admission a catheter specimen of urine 
was examined in all cases before operation, and 
only patients with sterile urine containing no pus 
cells were included in the series. During the post- 


operative convalescence patients treated with 
chemotherapy or an antibiotic for any condition 
other than a urinary infection were excluded. 
Although the operations were carried out by 
different gynaecologists, a standard operative 
technique has been used on the whole. At the 
end of each operation it has been customary to 
insert a vaginal pack for 24 hours and a self- 
retaining catheter, which was drained inter- 
mittently for 48 hours and then removed. There- 
after, a catheter was passed once or twice daily 
after micturition for residual urine and a self- 
retaining catheter re-introduced for a further 
48 hours if the amount was consistently over 10 
ounces. On the seventh day after operation a 
routine catheter specimen of urine was examined 
for organisms and pus cells unless there was 
earlier evidence of a urinary infection. 

One half of the patients in the series were given 
a course of prophylactic sulphadimidine after 
the urine had been made alkaline by the adminis- 
tration of a simple sodium citrate mixture. The 
course consisted of sulphadimidine | g. 8-hourly 
for 2 days before and 3 days after operation, a 
total of 15 g. In these days of wide spectrum 
antibiotics, sulphadimidine was used because it 
is inexpensive, safe, well tolerated by most 
patients and was thought to be effective against 
the coliform organisms responsible for urinary 
infections. 


URINARY INFECTIONS AND BACTERIURIA 


Some distinction must be made between those 
patients with true post-operative urinary in- 
fections and those with simple bacteriuria. 
Pathological infections after repair operations 
are usually due to cystitis, characterized by 
painful dysuria and some degree of pyrexia, 
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whereas bacteriuria alone is usually symptom- 
less. Microscopic examination of a centrifuged 
deposit of a fresh catheter specimen of urine for 
organisms and particularly for pus cells is of 
great value in differentiating these two con- 
ditions. Where urine is allowed to stand for some 
hours before examination or plating, any con- 
taminating organism may multiply profusely 
and give a false impression of bacterial activity 
(Dible, 1952). 

For the purpose of this investigation certain 
arbitrary standards have been taken as evidence 
of a true post-operative urinary infection, as 
follows: 

(1) Pre-operative catheter specimen of urine 
contains no pus cells and is sterile on culture. 

(2) A fresh post-operative catheter specimen 
shows more than 5 pus cells per high power 
field on microscopic examination. 

(3) A pure growth of one organism on culture. 

(4) Pyrexia of 99° F. or over, in the absence of 
any other cause for the pyrexia. 

The patient was considered to have bacteri- 
uria when organisms were found in the urine 
and did not conform to these standards. 


RESULTS 


In the control series of 150 cases, post- 
operative urinary infections occurred in 61 
patients or 40-6 per cent, whereas only 20 
patients or 13-3 per cent of the 150 cases treated 
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with prophylactic sulphadimidine were infected. 
The main reduction was found in the incidence 
of infection with the coliform organisms which 
accounted for 43 cases in the control series and 
only 10 cases in the treated series. The other 
infecting organisms are shown in Table I. In 
each case the organism was plated for sensitivity 
to sulphonamides and antibiotics and was 
treated accor‘ingly. All cases of coliform in- 
fection in the control series responded to a 
therapeutic dosage of sulphadimidine, but in the 
treated series 5 cases or one half of the coliform 
infections were caused by an organism resistant 
to sulphonamides but sensitive to chlorampheni- 
col and chlortetracycline (““Aureomycin’’). 

Bacteriuria was found in a further 38 patients 
or 25-3 per cent of the control series, and in 44 
patients or 29-3 per cent of the treated series. 
Although the incidence is very similar the pre- 
dominant organism in the control series was a 
coliform, found in 26 cases, whereas in the 
treated series a coliform was found in only 9 
cases, the predominant organism being Strepto- 
coccus faecalis which was present in 25 cases. 
This shift in the nature of the organisms found 
after prophylactic sulphonamide has been 
previously noted by Durham et al. (1954). 

No marked difference was found in the 
incidence of true infections or bacteriuria in 
relation to the three types of operation, although 
they were somewhat less frequent after simple 
colporrhaphy (Table II). 


TaBLe I 
Nature of Organisms Causing Urinary Infections and Bacteriuria 


Control Series Treated Series 
150 Patients Without 150 Patients With 
Prophylactic Sulphadimidine Prophylactic Sulphadimidine 
Infection Bacteriuria Infection 
Bact. coli type organisms 43 26 
Sulphonamide resistant coliform organisms 
Bact. aerogenes .. 1 
Streptococcus faecalis .. 3 8 
Coagulase positive staphylococci 6 — 
Coagulase negative 1 
Proteus vulgaris .. . 8 3 
61 38 
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Tasie II 
Incidence of Urinary Infection and Bacteriuria in Relation to Type of Operation 


Control Series Treated Series 
50 Cases of Each Operation 50 Cases of Each Operation 
Infection Bacteriuria Infection Bacteriuria 
Vaginal hysterectomy and repair me re 22 17 9 19 
Manchester repair 21 5 17 
Anterior and posterior colporrhaphy “ Si 18 10 6 8 
DISCUSSION may lead to the unnecessary administration of 


The results of this investigation confirm the 
high incidence of urinary infections after vaginal 
repair operations. To some extent this is in- 
evitable since the dissection necessary to correct 
cystocele and elevate the vaginal vault satis- 
factorily must entail some trauma to the bladder. 
Post-operative catheterization increases the risk 
of infection, but it is necessary in most cases to 
ensure that there is not a large amount of 
residual urine after micturition. 

An attempt has been made to differentiate 
pathological urinary infections from bacteriuria 
which may be regarded as a transient occurrence 
and is a reflection of operative trauma. It has 
been found on the whole that bacteriuria will 
clear up spontaneously without specific therapy. 
On this basis prophylactic sulphadimidine 
reduced the incidence of true post-operative 
urinary infections from 40 per cent to 13 per 
cent and would seem a worthwhile procedure. 
Only 3 per cent of the treated patients developed 
an infection with sulphonamide resistant coli- 
forms. Bacteriuria was found in almost equal 
numbers, 25 per cent and 29 per cent in the 
untreated and treated cases respectively. The 
shift in the type of organisms from the coliform 
to Str. faecalis after prophylactic sulphadimidine 
is not thought to be especially significant, but 
implies that the streptococcus finds the urinary 
environment more suitable once the coliforms 
have been eliminated. 

The importance of examining a fresh specimen 
of urine has been stressed and it was unusual to 
find many pus cells associated with Str. faecalis 
in the urine. A pathological report based on a 
culture of stale urine may be misleading by 
exhibiting a heavy growth of an organism and 


one of the expensive wide spectrum antibiotics. 
Garrod, Shooter and Curwen (1954) draw 
attention to the number of patients who were 
cured of a urinary infection although treated 
with an inappropriate drug as shown by sensi- 
tivity tests and thought that this represented a 
natural cure rate. This observation lends support 
to the conception that bacteriuria will disappear 
spontaneously when the healing processes 
following a repair operation are complete. 


SUMMARY 

(1) Post-operative urinary infections after 
300 major vaginal repair operations have been 
studied. One half of the patients were treated 
with a prophylactic course of sulphadimidine. 

(2) On the basis of certain arbitrary standards 
a distinction has been made between pathological 
urinary infections and bacteriuria. 

(3) Prophylactic sulphadimidine reduced the 
incidence of urinary infections from 40 per cent 
to 13 per cent. 

(4) Bacteriuria was found in almost equal 
numbers in the treated and untreated series, 
25 per cent and 29 per cent respectively. Coli- 
forms were predominant in the untreated cases 
and Streptococcus faecalis in the treated cases. 

(5) It is suggested that bacteriuria will clear 
up spontaneously without the use of sulphona- 
mides or antibiotics. 


I wish to thank Miss Gladys Hill, Miss 
Jocelyn Moore and Miss Kathleen Robinson 
for their cooperation and permission to carry 
out this investigation on their patients, and — 
Nuala Crowley for advice regarding the 
bacteriology. 
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COMMENTS ON THE ROUTINE POST-OPERATIVE TREATMENT 
OF VAGINAL PLASTIC CASES USING A BUFFERED ACIDIFIED 
VAGINAL JELLY 


BY 


ALAN D. H. Browne, M.B., M.A.O., M.R.C.P.I., M.R.C.O.G. 
Assistant Master 
Rotunda Hospital, Dublin 


THis paper consists of a report on some aspects 
of the post-operative results obtained in a series 
of 80 vaginal plastic operations (detailed below 
in Table I). In this series the routine post- 
operative care of such cases was modified, 
because under a former routine of treatment 
the results were considered unsatisfactory in 
that almost 30 per cent of cases developed a 
post-operative vaginitis. 


TABLE I 
Distribution of Cases 
Nature of Operation Total Under Under 
Number table Table Ill 
Vaginal Hysterectomy 8 3 1 
Fothergill .. 31 2 4 
Anterior and Posterior 
Colporrhaphy .. 37 2 
Posterior 
Colporrhaphy .. 3 


- 


The routine of post-operative care prior to the 
modification mentioned above, was as follows: 


The vagina was packed with a 3-inch gauze plug at the 
completion of the operation. This was left in position for 
48 hours. If the patient was unable to pass urine spon- 
taneously, she was catheterized as necessary. The peri- 
neum was swabbed with a solution of a disinfectant 
(Dettol 2 per cent), and was then carefully dried and 
covered. No vaginal douching was allowed, but the 
patient was allowed to have a bath on each day from the 
tenth day until the time of discharge, generally the 
sixteenth day. 


The modified routine was as follows: 


The vagina was packed after operation as before. A 
self-retaining catheter was introduced, and left in place 


for 4 days. Following the removal of the gauze plug, 
5 c.cm. of a buffered acidified jelly was inserted vaginally, 
using either a disposable, or a sterilizable, plastic 
applicator, which was inserted about 3 inches above the 
introitus. The jelly used was a commercial preparation 
(Aci-jel), with the following formula: 


Per cent 
Acetic acid .. 
Oxyquinoline acid .. .. 0-025 
Glycerine .. 10°0 
H 


The application of this jelly is extremely simple, and 
can be effectively performed by nursing personnel, or, 
indeed, by the patient herself, but the latter practice was 
not allowed in the present series. The treatment does not 
cause discomfort or pain to the patient. This treatment 
was continued each morning until the fourteenth day, 
when the patient was examined and a swab taken for 
pathological examination, before the application of the 
jelly. Baths were given from the tenth day until the day of 
discharge. The perineum was treated as before. 


In adopting the use of this jelly, it was known 
that it was generally agreed that in cases of 
vaginitis there is an alteration in the reaction of 
the vagina from acid to alkaline. It was demon- 
strated, while the present series was being 
studied, that the same effect follows vaginal 
plastic operations, due to the presence of blood 
(Barnes and Brand, 1954). It has also been stated 
that the restoration of the normal reaction in the 
vagina may lead to remission of the vaginitis 
(Rakoff, 1945; Slater, 1950). The use of the pre- 
paration described above seemed rational, as it 
is reported to restore the acid reaction to the 
vagina and, by virtue of being buffered, retains 
a stable pH, despite unfavourable surroundings 
(Chrisman, 1942; Slater, 1950). 

While the cases were being collected, it was 
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clear that there was an improvement in the post- 
operative course of vaginal plastic cases, and 
this opinion, together with the publication of a 
paper by Barnes and Brand (1954) on the pre- 
vention of post-operative vaginitis after major 
gynaecological operations, using medicated ethyl 
cellulose jellies (Brand, 1953), prompted the 
writer to record some features of the present 
series. 
INVESTIGATIONS 


Each case was examined on the fourteenth 
post-operative day, and a note was made con- 
cerning the state of the suture lines, the amount 
of discharge, and the state of the vaginal 
epithelium. At the same time a direct smear was 
made, and a swab taken for culture on blood 
agar. Routine pathological reports were made 
on a Gram-stained preparation of the smear, 
and on the culture. In some cases sensitivity 
tests were also reported. The bacteriological 
investigations were those which are carried out 
routinely in the Rotunda Hospital laboratory. 
The pathologist had no knowledge as to which 
specimens came from cases included in this 
series. Sensitivity tests are generally performed 
only when an organism is obtained in pure 
culture, or is obviously predominant in a mixed 
growth. 

FINDINGS 


(1) State of the Suture Lines (Table II) 

The healing of the suture lines was considered 
satisfactory in all but 5 (6-3 per cent) of the 
cases. In 3 of these, antibiotics had been given 
empirically for the control of post-operative 


pyrexia. It is of some interest to note that 
subsequent sensitivity tests, carried out on the 
vaginal flora, showed that in all 3 cases the 
correct antibiotic had in fact been given, but had 
apparently been ineffective in suppressing the 
growth of organisms against which they should 
have been effective. 

In 4 of these unsatisfactory cases, a mixed 
growth of organisms was obtained from the 
culture and, in the remaining case, coliform 
bacilli alone were recovered. 

It will be seen that all cases in this group had 
extensive plastic procedures, but in spite of poor 
healing all were eventually discharged in satis- 
factory condition, after a variable stay in 
hospital. 


(2) Vaginal Discharge (Table III) 

It was only possible to form an impression of 
the amount of discharge, but as the persons con- 
cerned with the cases were all experienced, it is 
intended to quote their findings as being a fair 
assessment of the condition. 

All the cases listed in Table II, in which the 
healing of the suture lines was unsatisfactory, 
showed evidences of profuse vaginal discharge. 
Besides these cases, there were 7 (8-7 per cent of 
total) which were recorded as having profuse 
discharge although the healing of the suture 
lines was considered satisfactory. Six of these 
cases grew a mixture of organisms, while | grew 
coliform bacilli alone. In the latter case, the 
patient had been treated for 5 days prior to the 
taking of the vaginal swab with the antibiotic to 
which the organism was reported to be sensitive. 


II 
= _____ Cases with Poor Union of Suture Lines and Profuse Discharge » 
, Organisms Antibiotics Given Sensitivity of 
Case Number and Operation Cultured Systemically Vaginal Flora 
1 Fothergill Coliforms Penicillin Chloromycetin 
Ps. pyocyanea Streptomycin Streptomycin 
Chloromycetin 
12 Vaginal Hysterectomy .. Coliforms Sulphatriad Chloromycetin 
Streptomycin Streptomycin 
30 Vaginal Hysterectomy .. Coliforms Streptomycin Chloromycetin 
Staphylococci Streptomycin 
Haemolytic 
Streptococci 
60 Vaginal Hysterectomy .. Coliforms Streptomycin Not Tested 
Staphylococci 
66 Fothergill Streptococci Sulphatriad ___Not Tested 
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TABLE III 
Cases with Profuse Discharge but Suture Lines Healed Satisfactorily 
‘ Organisms Antibiotics Given Sensitivity of 
Case Number and Operation Cultured Systemically Vaginal Flora 
6 Fothergill Haemolytic = Chloromycetin 
Streptococcus Streptomycin 
Coliforms 
7 Anterior and Posterior Colporrhaphy Staphylococcus Sulphatriad Not Tested 
aureus 
32 Fothergill Staphylococcus Streptomycin Not Tested 
aureus 
Coliforms 
37 Anterior and Posterior Colporrhaphy Coliforms Sulphatriad Chloromycetin 
Proteus vulgaris Streptomycin 
41 Vaginal Hysterectomy . . Coliforms Streptomycin Chloromycetin 
Streptomycin 
46 Fothergill Staphylococcus Sulphatriad Not Tested 
aureus 
47 Fothergill Haemolytic Sulphatriad Not Tested 


In practice it was found to be difficult to make 
a satisfactory remark about the state of the 
vaginal epithelium, but it was noted in 2 of the 
cases, which had poorly healed suture lines, that 
the vaginal epithelium was inflamed and 
oedematous. 


(4) Pathological Reports 


Apart from facts already stated above, 
certain features of note are recorded: 

(a) In 10 cases staphylococci were cultured. 
Two of the cases which grew this organism had 
badly healed suture lines, and are recorded in 
Table II; 3 cases fell into the group listed under 
Table III, in which there was profuse discharge 
without impairment of healing; the remaining 
5 cases fell into a group in which pus cells were 
recorded as being present in moderate amounts 
in the direct smear. 

The staphylococci were therefore regarded as 
important pathogens in the present series, which 
is in accord with the findings of Barnes and 
Brand (1954), and with the overall experience of 
the laboratory of the hospital. 

(6) Forty-five cases had antibiotic therapy 
during the post-operative period. At one stage 
in the series it was decided to give sulphonamides 
(Sulphatriad) to every case which had a vaginal 
plastic operation, in an effort to forestall 
urinary infection. In other cases antibiotics were 


given empirically, if the patient became pyrexial 
at any time after the second post-operative day. 
In spite of this, however, the very organisms 
which might have been expected to respond to 
such treatment were subsequently recovered in 
the culture from the routine swab. This indicates 
that systemic antibiotic therapy is of limited 
value in the treatment of vaginitis, and points 
towards the local application of the appropriate 
antibiotic in such cases. 

(c) In 53 cases coliform bacilli were present in 
the culture obtained from the routine vaginal 
swab taken on the fourteenth day. The majority 
of these cases had a normal post-operative 
course. This suggests that coliform bacilli, as 
such, are not inimical to tissue repair. Only 2 
cases had sterile swabs. One of these had a 
Fothergill type of repair, and nearly died from 
anaphylaxis of unknown origin during the post- 
operative period, while the other was a case for 
which a small colpoperineorrhaphy had been 
performed. 


DISCUSSION 


In cases of vaginitis, and following vaginal 
operations, there is a change in the reaction of 
the vagina, and this is accompanied by a change 
in the flora. This aspect of the subject has been 
fully discussed by Barnes and Brand (1954), 
Slater (1950), and others, all of whom have 
stressed the importance of restoring the normal 


(3) State of the Vaginal Epithelium | 
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reaction of the vagina. This could be achieved 
by douches, but routine use of douches as a 
post-operative measure has little to recommend 
it. The procedure is uncomfortable and to some 
extent dangerous in the early post-operative 
period. There is inevitable retention of fluid, 
which in inexperienced hands may contain 
astonishingly variable amounts of antiseptic 
solution, and the retained fluid tends to pro- 
duce macerated, soggy tissues, which are slow 
to heal. 

The use of water dispersible jellies, as the 
means whereby therapeutic substances may be 
brought into physical contact with the vaginal 
epithelium, is now well established. The effective 
spreading properties of such preparations were 
admirably demonstrated by Rakoff and Casper 
(1943), by incorporating a radio-opaque sub- 
stance in such 2 jelly, and taking radiographs of 
the vaginal tract at intervals after the application 
of the preparation. 

The addition of therapeutic substances to the 
jelly presents no great difficulty, and several 
preparations of this type are now available. 
Barnes and Brand reported on the use of an 
Ethyl-cellulose jelly, medicated in various ways, 
and obtained the best results by using an acidified 
jelly alone, without any other therapeutic 
additions. The present paper reports the use of 
an acidified and buffered jelly, which retains 
its reaction for prolonged periods after appli- 
cation. The very fact that post-operative 
vaginitis can be controlled without resorting to 
antibiotics, should undoubtedly be regarded as 
an advantage. There is a mounting volume of 
literature stressing the dangers of producing 
resistant strains of common organisms, by the 
indiscriminate use of antibiotics where there is 
no real necessity for their use. 


CONCLUSIONS 


(1) The incidence of defective healing was 
6:3 per cent in the present series, and the 
incidence of profuse discharge was 8-7 per cent 
(total 15 per cent). The routine use of an acidi- 
fied, buffered jelly, as described above, has 
reduced the incidence of post-operative vaginitis 


in vaginal plastic operations from 30 per cent to 
15 per cent. A marked improvement in the 
hygiene and healing of the genital tract has been 
observed clinically in the present series. 

(2) The staphylococcus was an important 
pathogen in the present series of cases. It is 
possibly one of the commonest infections which 
can cause serious complications in the course 
of vaginal plastic surgery. Control of the 
reaction of the vagina does not appear to be 
sufficient to prevent its growth. It is suggested 
that a vaginal swab might be taken with advan- 
tage one week after operation, especially 
following extensive vaginal operations (see 
Table I), for it is about this time that invasion 
is most likely to occur (Barnes and Brand, 
1954). Sensitivity tests should be performed at 
the same time. 

(3) Systemic antibiotics should not be con- 
sidered sufficient to control vaginal infections, 
and it is suggested that there is a place for 
locally applied antibiotics in such cases. These 
antibiotics may be administered in a dispersible 
jelly, which has effective spreading properties. 
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A CASE OF CHORIONEPITHELIOMA PRESENTING WITH 
SUBARACHNOID HAEMORRHAGE 


BY 


R. M. E. Seat, M.B., M.R.C.P. 
AND 
A. H. MILLarD, M.B., F.R.C.S. 


From Llandough Hospital and the Department of Pathology and Bacteriology 
Welsh National School of Medicine, Cardiff 


Tue term chorionepithelioma is sometimes used 
as a comprehensive term to include syncytioma 
or syncytial endometritis, chorio-adenoma des- 
truens or invasive mole, and choriocarcinoma. 
This classification is used by Ewing (1940) and 
by Dilworth, Mays and Hornbuckle (1950). 
Hertig (1950), however, does not favour this 
classification, and considers that the term 
chorionepithelioma should be considered syn- 
onymous with the highly malignant, usually 
fatal, choriocarcinoma, and distinguished from 
chorio-adenoma destruens which has a good 
prognosis, and from syncytial endometritis 
which is probably not a true tumour (Novak, 
1940; Hertig, 1950). 

Choriocarcinoma is further subdivided on a 
basis of the presence or absence of tumours in 
the genital tract, into two groups: the genital 
and extragenital. A good account of extra- 
genital choriocarcinoma with a review of the 
literature is that of Resnick (1945). Confident 
ante-mortem diagnosis is difficult, as Park and 
Lees (1950) stress the fallibility of hormone tests, 
and many workers, including Dilworth, Mays 
and Hornbuckle (1950) emphasize the limita- 

tions of histological examination of curettings. 

The following example of so-called extra- 
genital choriocarcinoma illustrates unusual 
symptoms of presentation, and the difficulty of 
confirming the ante-mortem diagnosis. 


Case REPORT 
Mrs. J., aged 28, was admitted to an isolation hospital 
on 16th February, 1952, with a provisional diagnosis of 
meningitis. Her symptoms were severe frontal headache, 
blurring of vision, and low back pain, all of 3 days 
2 Pl. 


duration. She had been well until the normal delivery of 
her second child 5 months previously, following which she 
had had frequent and prolonged vaginal bleeding. This 
was described as “‘never being heavy” and no clots had 
ever been passed. A week or so prior to the onset of the 
present symptoms, the vaginal bleeding had ceased 
spontaneously. 

Examination at the isolation hospital revealed some 
degree of neck rigidity and slight pyrexia. Lumbar punc- 
ture revealed a uniformly blood stained C.S.F. with 
xanthochromia, on the basis of which a diagnosis of 
subarachnoid haemorrhage was made. During the 
ensuing 2 weeks repeated lumbar punctures showed the 
C.S.F. to be clearing and the signs of meningeal irritation 
disappeared. On 26th February painless haematuria 
commenced and it was now noted that a mass had 
become palpable in the right loin. It was also observed at 
this time that the patient had two small painless freely 
mobile lumps in the right breast, each about 1 cm. in 
diameter. 

On 4th March the patient was transferred to a general 
hospital for further investigation. On examination, the 
patient looked pale and ill. She was afebrile and free from 
any abnormal neurological signs. The only positive 
findings were an irregular, somewhat lobulated mass in 
the right loin, and the two lumps in the right breast 
previously noted. 

Within a few hours of admission a very large haemo- 
ptysis occurred, following which she appeared to be 
moribund. A rapid transfusion of whole blood was given, 
and 3 days later the Hb. was 80 per cent (11-8 g.) and her 
general condition appeared much improved. The follow- 
ing day another, but very mucl: smaller, haemoptysis 
occurred and the patient now became febrile (tempera- 
ture 99-102° F.). In the chest were diffuse rhonchi and 
scattered rales, and X-ray showed multiple rounded 
opacities suggestive of secondary tumour deposits. A 
Hogben test at this stage proved positive in a dilution of 
1/10, but negative in 1/100. During the course of the next 
week she became increasingly pale and dyspnoeic, and 
the mass in the right loin appeared to be getting larger. 
Intermittent haematuria continued. 

An exploratory laparotomy was carried out on 15th 
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March, 1952. The right renal region was occupied by a 
large bulging haemorrhagic mass which almost filled the 
right side of the abdomen. The left kidney was also 
enlarged and haemorrhagic, but to a much lesser degree 
than its fellow. The uterus was a little bulky, but within 
normal limits, and both ovaries were largely replaced by 
multiple small cysts. Endometrial curettings were taken 
and forwarded for examination, together with other 
material from the right kidney and ovary. 


Biopsy Report 

“The tissue from the right kidney shows organized 
blood clot only. The right ovary contains large luteal and 
simple follicular cysts with a small area of the peritoneal 
surface having the appearance of decidua. The endo- 
metrium shows no evidence of tumour.” 

During the next month the mass in the right loin 
appeared to diminish in size, but the two lumps in the 
breast enlarged rapidly. Further haemoptyses and 
haematuria occurred, and firm masses appeared in the 
right triceps muscle, in the anterior abdominal wall, and 
over the right scapula. The patient became increasingly 
pale and dyspnoeic, and succumbed on 12th April, 1952, 
3 months from the presenting subarachnoid haemorrhage, 
and 8 months after an apparently normal confinement. 


Autopsy Findings 

The right breast was replaced by two haemorrhagic 
necrotic tumour masses (Fig. 1). Tumour masses of 
similar appearance were present in the right triceps, 
scapular muscles, and in the anterior abdominal wall. 

On the pleural surface of both lungs were numerous 
raised reddish tumour nodules, some showing umbilica- 
tion, and varying in size from 1 cm. to 4 cm. in diameter. 
Section of the lungs revealed numerous pale tumour 
deposits with haemorrhagic borders. 

The peritoneal cavity contained a few ounces of blood- 
stained fluid, and there were a few haemorrhagic tumour 
noduies on the mesentery of the small intestine. Both 
kidneys were almost replaced by haemorrhagic brownish 
tumour tissue, there being normal renal tissue at the 
poles (Fig. 2). The bladder contained a few ounces of 
blood-stained urine. 

There was a fairly recent haemorrhage into the white 
matter of the right occipital lobe of the brain (Fig. 3), but 
there was no evidence of old or recent bleeding into the 
ventricles or subarachnoid space. No berry aneurysms or 
obvious tumour deposits were seen. 

The uterus was sectioned at 5 mm. intervals, and 
appeared normal. 


Microscopically 

Tumour tissue from triceps, breast and lung showed 
typical features of choriocarcinoma, with characteristic 
syncytial and Langhans’ elements. Tumour was found 
filling several branches of the pulmonary artery (Fig. 4). 
Mitotic figures were absent. 

The kidney sections showed organizing haemorrhage 
and a small area of necrotic tumour tissue. 

Tumour emboli were seen in the vessels in the area of 
cerebral haemorrhage. 


Several blocks from the uterus were examined, and 
no evidence of tumour was found in endometrium, 
myometrium or vessels. 


DISCUSSION 


Subarachnoid haemorrhage as a presenting 
feature in this patient is of interest, as we have 
been unable to find another example in the 
literature. Serious consideration has to be given 
to the possibility that this transient episode was 
part of the one disease process. As tumour 
tissue was found in the region of the cerebral 
haemorrhage found at autopsy, this haemor- 
rhage can be regarded as a manifestation of the 
natural tendency of trophoblastic tissue to 
invade vessels. Haematuria and haemoptysis, 
well recognized effects of this process in the 
clinical picture of choriocarcinoma, figured 
prominently in our patient’s history. As no 
other cause was found, it is probable that the 
subarachnoid haemorrhage was also part of this 
malignant process, resulting from erosion of a 
superficial vessel by tumour embolus. 

The presence of tumour in the breast at an 
early stage is also of interest, closely resembling 
Resnick’s case (1945) of extragenital chorion- 
epithelioma with breast tumour. 

Several theories have been advanced to 
explain extragenital choriocarcinomas. Some 
undoubtedly arise in teratomas and are un- 
connected with pregnancy, and so the absence 
of uterine growths is readily understood. 
Transportation of choriocarcinomatous emboli 
from a choriocarcinomatous placenta completely 
expelled during labour was considered the 
likely explanation by Resnick (1945) and 
Schmorl (1904). Novak (1930, 1940), however, 
considers that extragenital choriocarcinoma is 
best explained by regression of the uterine 
tumour. He presents a case where there is little 
room for doubting that regression occurred. In 
view of the continued irregular vaginal bleeding 
that preceded our patient’s admission to 
hospital, and in spite of the normal curettings 
obtained later, we feel that in our patient, 
regression of uterine tumour is the most likely 
explanation. 

The difficulty in confirming the diagnosis 
during life is easily understood, as organizing 
haemorrhage is often more prominent in a 
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“tumour mass” than the choriocarcinomatous 
tissue itself. Park and Lees (1950), have dis- 
cussed the difficulties of histological diagnosis 
during life. In our patient there was much 
indirect evidence pointing to the correct diag- 
nosis, namely the luteal cysts, the positive 
Hogben test, and the persistence of decidual 
tissue on the peritoneum, all probably attri- 
butable to the high gonadotrophin level. 
Ectopic decidua occurring during pregnancy is 
well recognized (Anderson, 1948), but we have 
not been able to find its persistence in chorio- 
carcinoma reported previously. 

Choriocarcinoma is now universally con- 
sidered to be a growth of trophoblast of foetal 
origin. Choriocarcinoma can therefore be re- 
garded as a parasitic or transplanted tumour of 
foetus growing in the mother. Many writers 
(Novak, 1940) have commented on the variable 
factor of “resistance” in the host. It is difficult 
to understand why in one instance trophoblast, 
which frequently finds its way to the lung after 
delivery, should regress, and in the other in- 
stance (choriocarcinoma) should metastasize 
and thrive. This concept of maternal resistance 
helps to explain the cases of regression of 
growth and also the histological similarity 
between metastases of choriocarcinoma and 
normal trophoblast. Some cases have features 
of malignancy other than invasion of vessels; 
Park and Lees (1950) mention one case where 
mitotic activity was a marked feature. This was 
not so in this patient. 

Since choriocarcinomatous tissue belongs to 
the foetus, it must be genetically distinct and 
may be expected to behave much as a homo- 
graft. Medawar (1944, 1945) has shown that 
homologous tissue with certain possible excep- 
tions (identical twins, cartilage and possibly 
cornea) is destroyed, most probably as the 
result of an actively acquired immunity set up 
by an antigen which is independent of blood 
group. In this case all we could do in retrospect 
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was to ascertain the blood group of mother and 
child, which were incompatible, being O Rh 
positive and B Rh negative respectively, and 
this was further reason for tissue incompati- 
bility. 

SUMMARY 


(1) A case of extragenital choriocarcinoma 
presenting with subarachnoid haemorrhage and 
breast tumour is described. 

(2) The subarachnoid haemorrhage is con- 
sidered to be a manifestation of the malignant 
process. 

(3) Regression of the uterine tumour is con- 
sidered the most likely explanation of the 
extragenital nature of this case. 

(4) The true nature of the tumour is briefly 
discussed. 
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Ir has been suggested that the incidence of 
endocardial fibroelastosis may be greater than 
has hitherto been realized (Dennis, Hansen and 
Corpening, 1953). Katzenstein (1950) found 3 
cases in 1 year in 20 autopsies in infants, Collier 
and Rosalm (1951) found 2 cases in 205 autop- 
sies and Blumberg and Lyon (1952) state that 
it is one of the most common causes of sudden 
death in infants. The present case is reported 
because the presence of a cardiac abnormality 
was detected antenatally during auscultation of 
the foetal heart and because the heart itself 
presented certain unique pathological features 
for which a tentative explanation is offered. 


Case REPORT 


Mrs. E.W., aged 37 years, was first seen during the 12th 
week of her 4th pregnancy. Her first child died from spina 
bifida 5 days after forceps delivery. The second pregnancy 
and labour were normal. In the third pregnancy there was 
a small ante-partum and post-partum haemorrhage not 
associated with placenta praevia and the puerperium was 
complicated by thrombophlebitis in the right leg. 

Thrombophlebitis had recurred during the 8th week 
of her 4th pregnancy and she had an attack of con- 
junctivitis which cleared up without treatment during the 
last month of pregnancy. She developed a severe anaemia 
between the 12th week when the haemoglobin was 7 -4 g./ 
100 ml. and the 20th week when it had fallen to 6-1 g./ 
100 ml. Treatment with ferrous sulphate was followed by 
a rise to 11-1 g./100 ml. by the 32nd week. No obstetric 
abnormality was encountered during antenatal super- 
vision. 

Labour started spontaneously during the 38th week 
with the passage of about 2 ounces of blood clot per 
vaginam. The height of the fundus was consistent with 
the period of gestation. The foetus presented by the right 
occipito-posterior position and the head was not engaged. 
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The foetal heart was abnormally loud, being audible 
anywhere on the right flank. The rate was about 130 
beats per minute and the rhythm irregular, 1 beat being 
dropped about every 5th or 6th. A definite harsh murmur 
lasting throughout systole could be easily heard. 

A radiograph was taken which excluded gross skeletal 
deformity of the foetus and, in view of the ante-partum 
haemorrhage, an examination under anaesthesia was 
performed to exclude placenta praevia. 

The examination showed there to be blood and mucus 
in the vagina and there were two large bleeding polypi 
arising from the anterior lip of the cervix. The cervix 
was 2- to 3-fingers dilated, no placenta being palpable 
to the examining fingers. The foetal occiput could be 
made to descend to the level of the maternal ischial 
spines. The haemorrhage was thought to be due to the 
polypi and the membranes were, therefore, not ruptured. 

A check of the foetal heart at this time showed the rate 
to be unaltered though it dropped to 104 after each 
uterine contraction. The missed beats were more numer- 
ous but the character of the murmur had not changed. In 
spite of the obvious foetal distress it was decided not to 
perform a Caesarean section as it seemed most probable 
that some form of congenital heart disease was present. 

A foetal phonocardiograph was therefore taken and 
the tracing is shown in Figure 1. This shows well the 
slow rate of 109 beats per minute, a missed beat and the 
systolic murmur coinciding with the foetal and not the 
maternal rate, thus distinguishing it from a maternal 
souffle. A normal foetal phonocardiogram is shown for 
comparison. 

The diagnosis of congenital heart disease now seemed 
certain and as there was only a slight vaginal haemorrhage 
it was decided to allow the mother to have a spontaneous 
delivery. 

The first stage lasted 8} hours at the end of which the 
membranes ruptured. The foetal heart rate varied from 
130 down to 90 beats per minute during this time and 
the irregularity of the rhythm continued. There was a 
spontaneous delivery after a second stage lasting 15 
minutes, ergometrine maleate (0-5 mg.) being given 
intravenously with the birth of the anterior shoulder in 
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view of the post-partum haemorrhage after the previous 
delivery. The placenta was complete but the membranes 
were ragged and there was an 8 ounce blood loss. 

The baby was slightly shocked at birth. The heart was 
auscultated prior to and after clamping the cord but no 
variation in the murmur was noted. After the cord was 
cut there was a progressive deterioration in the baby’s 
condition with a concurrent bradycardia, the irregularity 
of the rhythm becoming more pronounced. The baby 
made two or three gasps but made no other sign of life 
in spite of treatment and the heartbeat could not be 
heard 30 minutes later. 

The mother made an uneventful recovery, lactation 
being suppressed by oestrogens, and when examined 6 
weeks later at the postnatal clinic no other abnormality 
could be detected. 


POST-MORTEM EXAMINATION 
General Description 
Cyanosed apparently full-time female child, 
congestion of the skin being most apparent in 
the upper part of the body. There was no drying 
of the umbilical cord. Vernix was still present 
on the scalp. 


Internal Examination 

The thoracic cavity appeared to be entirely 
filled by the pericardial sac, impressions of the 
ribs being visible on the pericardial surface on 
both sides. The diaphragm was displaced down- 
wards so that its convexity was directed towards 
the abdomen. The thymus was minute. 

Lungs (Weights right 18 g.; left 15 g.): Both 
lungs were hypoplastic and totally unexpanded 
being compressed against the posterior wall of 
the thorax by the enlarged heart. 

Heart (Weight 62 g.): On opening the peri- 
cardium the heart was seen to be enormously 
enlarged, particularly the right atrium which 
entirely filled the right side of the chest, the 
ventricles and left atrium occupying the left side 
so that the heart lay horizontally (Fig. 2). On 
opening the heart the tricuspid ring could be 
seen to be greatly dilated, measuring 55 mm. in 
circumference. The valve cusps were closely 
bound down to the parietal walls of the ventricle, 
the cordae tendiniae being fused together into a 
mass of smooth lobulated almost translucent 
“vegetations” which obliterated the free margins 
of the valve and became continuous with the 
papillary muscles (Fig. 3). The pulmonary valve 
leaflets were swollen and pink in colour with a 
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glistening surface and inverted edges so that this 
valve was also probably incompetent. The 
aortic and mitral valves appeared to be function- 
ally normal and were not thickened, but there 
were one or two minute swellings on the free 
margins of the mitral cusps similar to the much 
more conspicuous excrescences on the tricuspid 
valve. The mural endocardium appeared normal 
except for an area on the postero-superior 
surface of the right atrium where it showed the 
pearly white appearance characteristic of fibro- 
elastosis and was about 0-5 mm. thick. The walls 
of both atria were 1-5 to 2 mm. in thickness, 
that of the right ventricle was 3 mm. and of the 
left ventricle 4 mm. thick. The foramen ovale 
showed the usual valvular patency and the 
ductus arteriosus was patent and of normal 
dimensions. 

Liver (Weight 173 g.): There was downward 
displacement of the liver so that the lower edge 
was at the level of the umbilicus but there was 
only slight enlargement. The surface was dark 
red in colour and the section surface showed the 
appearance of passive venous congestion. 

The remaining abdominal and pelvic viscera 
were normal. 

Apart from congestion of the meningeal 
vessels the brain and membranes were normal. 


HISTOLOGY 

Tricuspid Valve: Section through the valve, 
chorda tendinea and papillary muscle shows that 
villous excrescences are attached near the free 
margin of the valve and overhang the chorda 
and its attachment to the papillary muscle like a 
curtain. The stroma of these villi is composed of 
fibroblasts with a fine supporting network of 
argyrophil fibrils and they are covered by a 
single layer of endocardial lining cells. 

Right Atrium: The endocardium is thickened 
to 0-4 mm. in places and shows characteristic 
fibroelastic hyperplasia (Fig. 4). 

Right Ventricle: Scattered small plaques of 
fibroelastosis of the endocardium are present, 
much thinner than that in the atrium. There is 
no abnormality of the myocardium. 

Pulmonary Valve: Thickening of the cusps 
with inversion of the free margin. Structure 
similar to the tricuspid valve. 
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Fic. 2 
Heart in situ showing horizontal position with the right atrium filling 
the right side of the chest and downward displacement of the 
diaphragm. 
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Right side of heart opened to show tricuspid valve and “vegetations” and the pearly 
white endocardium in the right atrium. x 2-8. 
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Endocardial thickening in right atrium. Weigert’s elastic stain. x 88. 
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Mitral Valve: A few minute villi are attached 
near the free margin having a structure similar 
to those on the tricuspid valve. 

Left Atrium: Fibroelastic thickening of the 
endocardium about half the thickness of the 
right atrium. 

Left Ventricle: No endocardial thickening 
present. The myocardium is normal. 

Aortic Valve: Approximately normal thick- 
ness and normal structure. 


DISCUSSION 


Many people have recorded foetal heart 
sounds by different methods. Hofbauer and 
Weiss (1908) succeeded in the photographic 
registration of foetal heart sounds in a few 
cases as did Beruti (1925). Dressler and 
Moskowitz (1941), Pommerenke and Bishop 
(1938), and Smith and Hervert (1940) have 
described methods for amplifying, recording 
and reproducing these sounds. Smith (1941) 
claims to be the first to record a foetal murmur. 
In his case the murmur was discovered at 8}- 
months gestation, associated with a double 
first sound. He used a Lockhart stethogram and 
special phonographic discs to reproduce the 
sound. The foetus was delivered spontaneously 
at term and the child survived. A year later it 
was apparently well and the murmur was 
unchanged. Smith was unable to make a diag- 
nosis of the type of congenital heart lesion but 
he states that congenital heart disease can be 
diagnosed antenatally by either recordings or 
tracings. 

The only other recording of a foetal heart 
lesion has been made by Dunn (1952) who 
recorded a case of congenital heart block by 
electrocardiographic methods. Gunn and Wood 
(1953), after describing a machine for recording 
foetal heart sounds, reviewed the literature but 
found no further instance of the recording of a 
foetal cardiac abnormality. 

From an obstetric point of view this case is 
interesting in that, although a diagnosis of foetal 
distress was made at a time when the birth of the 
child was not imminent, Caesarean section was 
not performed. Pommerenke and Bishop (1938) 
state that “one will not infrequently be called 
upon to select a mode of delivery when the 
prudent decision will be dependent upon the 


establishment beyond peradventure of the well- 
being or death of the foetus. Moreover, when 
death of the foetus is once recognized advised 
conservative care of the mother becomes the 
only important consideration.” It is the usual 
practice to take a radiograph prior to operation 
to exclude gross skeletal deformity such as 
anencephaly and in this case a phonocardiogram 
was used to show a cardiac lesion. 

The concept of endocardial fibroelastosis has 
recently come to replace that of foetal endo- 
carditis largely as a result of the work of Gross 
(1941). In a critical examination of the literature 
in which cardiac lesions in infants had been 
attributed to inflammation resulting from in- 
fection reaching the foetus via the placental 
circulation he concluded that in no case was this 
contention adequately supported by micro- 
scopic examination. The usual histological 
criteria for the diagnosis of inflammation were 
uniformly absent. The minute areas of fibrosis 
and calcification in the myocardium to which 
much importance had been attached by other 
authors could be attributed to interference with 
the vascular supply through the arterio-luminal 
vessels by proliferation of fibroelastic tissue in 
the endocardium. The valvular lesions, although 
bearing a striking resemblance to endocarditis 
occurring in postnatal life, were shown to con- 
sist of connective tissue fibrils and fibroblasts with 
a total absence of inflammatory cells and of the 
vascular changes usually associated with inflam- 
mation. No explanation of the proliferation of 
fibroelastic tissue was offered by Gross who 
regarded it as a primary developmental defect. 

The most constant pathological feature of this 
disease is opaque pearl-like thickening of the 
endocardium which was present in 98 per cent 
of 149 cases reviewed by Dennis et al. (1953). 
Cardiac enlargement was present in 94 per cent 
and in 82 per cent the condition was limited to 
the left side of the heart. Valve abnormalities 
were found in 51 per cent, most commonly in 
the aortic and mitral valves. In only 2 cases 
was valvular incompetence considered to be 
present, in both instances involving the mitral 
valve, although a precordial murmur was heard 
in 31. Only 2 of the 139 cases were stillborn, a 
quarter of the number died within 6 weeks of 
birth and three-quarters within 6 months. 
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Johnson (1952) reviews the many explanations 
which have been offered to account for fibro- 
elastosis. He finds none which adequately 
accounts for all the pathological features and 
puts forward the suggestion that anoxia may be 
of importance in its pathogenesis. He points out 
the frequency with which either abnormalities 
of coronary artery supply or premature closure 
of the foramen ovale is associated with the 
condition and that where the latter is compen- 
sated by an interventricular septal defect 
fibroelastosis does not occur. 

The sensitivity of foetal vascular tissues to 
fluctuations in oxygen supply has been demon- 
strated in the case of retrolental fibro-plasia 
(Lancet, 1954) and it is possible that a similar 
mechanism may operate on the endocardium. 

The present case appears at first sight to be at 
variance with this hypothesis since the disease 
was mainly localized in the right side of the 
heart and no coronary artery abnormality was 
found. However, the severe anaemia occurring 
in the mother between the 12th and 20th weeks 
of pregnancy may well have initiated changes in 
the tricuspid and pulmonary valves which are 
possibly conditioned to a slightly higher oxygen 
tension than the corresponding structures on the 
left side of the heart. Once incompetence of the 
tricuspid valve was established the condition 
would tend to be self-perpetuating with the 
onset of what amounts to congestive heart 
failure in the foetus. 

The microscepic appearances of the valves 
and thickened endocardium are strikingly similar 
to that found by Glynn and Reinhold (1950) in 
a 2l-months old child with idiopathic cardiac 
hypertrophy. In their case endocardial thicken- 
ing was present in almost equal degree in both 
sides of the heart and swellings were present on 
the free margin of both the mitral and tricuspid 
valve cusps. Unfortunately no information is 
available as to the state of the mother’s health 
during pregnancy, particularly regarding the 
presence of anaemia. 

Although the aetiological role of anoxia in 
this condition remains unproven our case 
indicates one way in which it may operate on 
structures on the right side of the heart during 
a critical period of development. Further work 
will be necessary to establish or disprove this 
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hypothesis but we hope that the publication of 
this case may induce others to investigate the 
part played by anoxia of maternal as well as of 
foetal origin in the pathogenesis of endocardial 
fibroelastosis. 


SUMMARY 


A case of endecardial fibroelastosis in a still- 
born child is described, which presented with 
foetal distress in early labour. The coincidental 
finding of a foetal cardiac murmur, confirmed 
by phonocardiography, led to a diagnosis of 
congenital heart disease. Post-mortem examina- 
tion revealed great enlargement of the right side 
of the heart with tricuspid and probably pul- 
monary incompetence. Microscopic examina- 
tion showed the appearance of endocardial 
fibroelastosis. The aetiology of this condition is 
discussed and the possible role of anoxia of 
maternal origin is considered. 


Our thanks are due to Mr. D. M. W. Maxwell 
for permission to publish this case, to Dr. M. H. 
Lessof for the phonocardiographs and to Dr. 
L. E. Glynn for advice and helpful criticism. 
We are also indebted to Mr. P. Fiske for the 
photographs, to Mr. J. Dorling for technical 
assistance and to the nursing staff of the 
Obstetric Unit for their cooperation. 
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THE USE OF LIGNOCAINE AND HYALURONIDASE FOR 
PUDENDAL NERVE BLOCK 


BY 


BRYAN M. HipBarD, M.B., D.Obst.R.C.O.G. 
Late Registrar 
AND 
ELIZABETH D. Grassiz, M.B., D.Obst.R.C.O.G. 


Late House Surgeon 
North Middlesex Hospital, London 


“The greatest danger of forceps delivery at the 
present time is anaesthesia” (Jeffcoate, 1953). 


THe dangers of general anaesthesia in 
obstetrics have also been emphasized by 
Marshall (1947), Gilliatt (1949) and recently by 
Parker (1954), but in spite of the safety of 
regional anaesthesia its popularity has been 
limited by practical difficulties in effectively 
blocking a deeply situated nerve. 

Whilst accepting the limitations of pudendal 
nerve block for difficult vaginal deliveries we 
believe it is an effective form of anaesthesia 
for the majority of forceps deliveries and is often 
sufficient to allow manual rotation of the foetal 
head. Not all women are temperamentally 
suitable for local anaesthesia, but if the pro- 
cedures are explained step by step and the patient 
reassured it is rarely that maternal cooperation 
fails, and although instrumental assistance has 
been necessary the mother’s sense of achieve- 
ment remains. The perineal floor is relaxed and 
consequently trauma is reduced to a minimum. 
Abolition of the perineal reflex may tempor- 
arily diminish uterine contractions. 

Pudendal block has none of the risks 
associated with other forms of anaesthesia; 
post-partum haemorrhage and pulmonary com- 
plications are minimized, and a reduction in 
post-operative shock from 12-6 to 7-5 per cent 
has been shown by Griffin and Golkowski (1952). 
The method therefore is of especial value in 
cases of cardiac or pulmonary disease. In the 
presence of foetal distress further risk associated 


with induction of general anaesthesia can be 
avoided. 

In the following series of 138 pudendal nerve 
blocks the results of a technique using ligno- 
caine and hyaluronidase are presented and 
evaluated. 


TECHNIQUE 
Agents 

Lignocaine hydrochloride (Xylocaine) is a 
stable local anaesthetic of low toxicity. In com- 
parable concentration it is 2-4 times as safe as 
procaine and its action is more rapid in onset 
and longer in duration than procaine (Carnegie 
and Hewer, 1950). Tactile as well as pain sense 
is abolished and motor paralysis is more com- 
plete. It causes no tissue irritation. 

Hyaluronidase (Hyalase); by hydrolysing hyal- 
uronic acid at the cell interstices, increases the 
rate of diffusion and absorption of solutions in 
proportion to the amount of enzyme present. 
The penetration of fascial planes is unaffected. 
Increased diffusion has been shown to result in a 
35-40 per cent increase in areas of skin anaes- 
thesia by Moore (1950) and others. Its particular 
value in pudendal nerve block has been shown 
by Heins (1951) and Griffin and Golkowski 
(1952). 

Hyaluronidase is in itself non-toxic but, 
because of increased rate of absorption, toxic 
effects from the local anaesthetic may result. 
The more rapid absorption also reduces the 
duration of effective anaesthesia. 

Adrenaline. The addition of adrenaline reduces 
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the rate of absorption of solution without 
reducing the area of diffusion (Moore, 1950). 
It therefore compensates for the disadvantages 
of hyaluronidase. 

In the present series 1 per cent Xylocaine 
solution was used alone or with the addition of 
either 1,000 units Hyalase or 1,000 units Hyalase 
and 0-4 ml. of 1: 1,000 solution of adrenaline 
to each 40 ml. of Xylocaine solution. In the few 
cases in which 2 per cent Xylocaine solution was 
used the results showed no significant difference. 


Procedure 


Usual analgesics were given during the first 
stage of labour, Pethidine being administered in 
most cases. Trilene or gas and air was given 
during the second stage but was not administered 
during the actual delivery, except where indi- 
cated in Table IV. The nature and the stages of 
the procedure were explained to the patient and 
she was told what sensations to expect. 

The patient was placed in the lithotomy 
position and prepared in the usual manner. 
Two pairs of gloves were worn whilst the nerve 
block was being performed. A vaginal examina- 
tion was performed to ascertain that suitable 
conditions for vaginal delivery were present. 
A small weal was raised in the skin over the 
medial side of the ischial tuberosity. A finger 
was then inserted into the rectum and the ischial 
spine identified. Identification per rectum was 
found to be much easier than per vaginam 
because there was less obstruction by the foetal 
head. 

A 5-inch 18-gauge needle was inserted through 
the weal until it impinged on the ischial tuber- 
osity. It was then directed slightly medially and 
inserted a further 14 inches to the ischial spine, 
the exact positioning being judged by the rectal 
finger. If blood was aspirated the needle was 
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withdrawn a little. Five to 7 ml. solution were 
injected at this point, thus blocking the pudendal 
nerve before division into its terminal branches 
occurs. The needle was then withdrawn to the 
level of the ischial tuberosity and a further 
3-5 ml. injected to block the perineal branches 
of the posterior cutaneous nerve of thigh. The 
soiled glove was removed and the procedure 
repeated on the other side. 

Local infiltration was carried out only if 
effective anaesthesia had not been obtained. 
Injection of the branches of the ilio-inguinal 
nerve, which complete the innervation of the 
labium majus, was rarely required. Infiltration 
of the posterior commissure was never necessary. 

The patient had to be encouraged to bear 
down with contractions as the perineal reflex 
is abolished. Forceps were applied in the usual 
manner. Traction was applied during contrac- 
tions only. 


RESULTS 
(1) Comparative Tests 

The series includes forceps deliveries, appli- 
cation of forceps to the after-coming head in 
breech deliveries and severe perineal lacerations. 
To avoid error due to individual variation in the 
patient’s response different solutions were used 
to block either nerve. 

Onset of Anaesthesia. The time of onset was 
assessed by application of a towel clip. The 
result was considered to be ideal if anaesthesia 
was induced within 2 minutes and satisfactory 
if within 5 minutes. Table I shows that anaes- 
thesia was induced within 2 minutes in two-thirds 
of all cases and was complete within 5 minutes in 
all cases in which hyaluronidase was added. 

Duration of Anaesthesia. Duration of anaes- 
thesia is shown in Table II. Since 45 minutes 
may not always be sufficient for completion of 
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Time of Onset in 114 Cases 
(Percentages in brackets) 


(i) Under 2 (ii) 2-5 (iii) Over 5 
minutes minutes minutes 
Lignocaine (17 cases) .. 2 (11-8) 10 (58-9) 5 (29-4) 
Lignocaine Hyaluronidase (35 cases) . 25 (71-4) 10 (28-6) 0 
Lignocaine Hyaluronidase Adrenaline (62 cases) 50 (80-6) 12 (19-4) 0 
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TABLE IIA 
Duration of Anaesthesia in 72 Cases 
(Percentages in brackets) 
(i) Under 45 (ii) 45-120 (iii) Over 120 
minutes minutes minutes 
Lignocaine (15 cases) oe 0 13. (86-7) 2 (13-3) 
Lignocaine Hyaluronidase (30 cases) 6 (20) 22 = (73-3) 2 (6-6) 
Lignocaine Hyaluronidase Adrenaline (27 cases) 0 7 (S-9) 20 (74-1) 
TABLE IIB 
“ Duration (Maximum, Minimum and Average) 
(iv) Maximum (v) Minimum (vi) Average 
Lignocaine 2 hours 15 minutes 1 hour lhour 50 minutes 
Lignocaine Hyaluronidase 2 hours 30 minutes 20 minutes lhour 12 minutes 
Lignocaine Hyaluronidase Adrenaline .. 6hours 45 minutes 1 hour 2 hours 45 minutes 


the operation, cases in Column (i) were con- 
sidered unsatisfactory. Anaesthesia of more 
than 2-hours duration (Column iii) is rarely 
necessary to complete an operation, but it does 
allow sufficient time to bath the patient and get 
her settled in bed before perineal discomfort 
becomes appreciable. 

It is seen that the addition of hyaluronidase 
materially shortened the duration of anaesthesia, 
but that this was more than compensated for 
by the addition of adrenaline 1: 100,000. In the 
latter group the duration was adequate in every 
case and in 2 cases was over 6 hours. 

Comparison with Procaine. In the present 
series no comparative tests were made between 
procaine and lignocaine. Heins used procaine 
300 mg. and claimed that this caused “instan- 
taneous” anaesthesia which lasted for less than 
45 minutes in 30 per cent of cases. Douglas and 
Vosburgh (1951) used 600 mg. and found that 
anaesthesia occurred in less than 5 minutes in 
all cases, the average length of anaesthesia was 
80 minutes and the failure rate was 2-5 per cent. 
In both series hyaluronidase and adrenaline 
were used and local infiltration of the labia was 
carried out in all cases. 

Lignocaine therefore seems superior to pro- 
caine since smaller amounts are necessary and 
anaesthesia is longer. It is also reliable since in 
no case did the drug fail to act and the degree 
of anaesthesia appeared to be more profound, 
thereby making local infiltration the exception 
rather than the rule. 


(2) Forceps Deliveries 

The indications for the 41 forceps deliveries 
in this series are shown in Table III. All the 
patients except 2 were primigravidae. The 
infants’ birth weights ranged from 5 pounds 
2 ounces to 10 pounds 8 ounces. 

Efficacy is graded as follows: 

Ideal: Minimal or no discomfort; 

Satisfactory: Slight pain and discomfort; 

Supplemented: Local infiltration or inhala- 
tion with Minnit apparatus; 

Failure: General anaesthesia required. 

Nerve block was only employed in cases of 
deep transverse arrest and persistent occipito- 
posterior position when an easy rotation of the 
head was anticipated. 

Lignocaine and hyaluronidase were used alone 
in 12 cases and adrenaline was added in the 
remaining 29. Of the 7 cases of manual rotation 
2 had supplementary local infiltration, 2 had 
gas and air and | required general anaesthesia. 


TABLE III 
Indications for Forceps Delivery 

Delay in 2nd stage . 19 
Foetal distress 7 
Persistent occipito-posterior 5 
Deep transverse arrest te 5 
After-coming head in breech delivery 5 

41 


Manual rotation was necessary in all cases of deep 
transverse arrest and in 2 of the occipito-posterior cases. 
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TaBLe IV 
Forceps Deliveries—Efficacy of Nerve Block 
Lignocaine 
Lignocaine Hyaluronidase 
Hyaluronidase ‘Adrenali 
(12 cases) (29 ) 
Ideal nt rotation) 22 
Satisfactory . 4(1 rotation) 3 (2 rotations) 
Supplemented: 
Inhalation aie 1 1 (rotation) 
Local .. =F 0 2 (1 rotation) 
Failure 0 1 (rotation) 
COMPLICATIONS 


Toxic effects from the anaesthetic agent were 


not observed in any case. 

No perineal abscess or haematoma occurred 
although the pudendal vessels were frequently 
punctured. 

Puerperal pyrexia occurred in 4 (10 per cent) 
cases and was due to (1) retained products of 
conception, (2) uterine infection, (3) urinary 
infection, (4) mastitis. 

Post-partum haemorrhage occurred in only 1 
case (2-5 per cent) as compared with an incidence 
of 15 per cent in forceps deliveries under general 
anaesthesia at this hospital. Manual removal of 
the placenta was not performed in any case, 
whereas with general anaesthesia the rate was 
15 per cent. In many of the cases this may have 
been a matter of policy to reduce the duration of 
anaesthesia. In all cases ergometrine 0-5 mg. 
was given intravenously with the birth of the 
anterior shoulder. 

Condition of Infants. The condition of 30 
(75 per cent) of the infants was good and apart 
from aspiration of mucus no resuscitation was 
required. Only 39 per cent of those delivered 
under general anaesthesia were in comparable 
condition, even when deliveries involving rota- 
tion or other manceuvres which could not be 
performed under nerve block were excluded. 


SUMMARY AND CONCLUSIONS 
(1) Lignocaine has proved to be a potent local 
anaesthetic agent. No toxic effects have been 
observed. 
(2) The difficulty in accurately placing the 
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anaesthetic solution has been overcome by 
increasing diffusion by the addition of hya- 
luronidase. 

(3) The addition of adrenaline has not 
affected the rate of onset of anaesthesia but 
has increased the duration. 

(4) The combination of lignocaine with 
hyaluronidase and adrenaline has resulted in 
more effective anaesthesia than that obtained 
with procaine, hyaluronidase and adrenaline. 
The amount of anaesthetic agent has been 
reduced to a minimum and local infiltration 
has rarely been necessary. Tissue distension and 
devitalization has therefore been minimized. 

(5) Pudendal nerve block is a near ideal 
anaesthetic for almost all forceps deliveries and 
for many cases involving manual rotation. The 
risks to mother and child are minimized and the 
particular risks of general anaesthesia eliminated. 
The technique is of particular value to the 
practitioner working single handed, who is often 
unable to obtain the services of an experienced 
anaesthetist. 
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PREGNANCY ILEUS 


BY 
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Late Registrar 
Department of Obstetrics and Gynaecology, Royal Infirmary, Preston 


INTESTINAL obstruction complicating pregnancy 
is a rarity. Smith and Bartlett (1940) of the 
Boston Lying-in Hospital found only 1 case in 
66,431 deliveries. In.1941 Hansen reported that 
the English literature recorded 84 cases. How- 
ever, Bellingham, Mackey and Winston (1949), 
from the Women’s Hospital, Sydney, reported 
0-34 cases per 1,000 deliveries. 

The commonest cause is obstruction by bands 
estimated at 44 per cent. Volvulus was found in 
17 per cent and intussusception in 11 per cent 
of cases. Strangulated hernia and tumour each 
caused 3 per cent of the cases and the remaining 
miscellaneous causes included holes in the 
mesentery and broad ligament and foreign body 
obstruction, say 13 per cent in all. “Pregnancy 
Ileus” causes 6 per cent (Browne, 1950). 

This latter has been reported in about 40 
cases. It is a localized obstruction without any 
organic basis. The common finding in pregnancy 
of loss of smooth muscle tone, which is found in 
the ureters, gall bladder, intestine, and veins, 
has been cited as due to the action of pro- 
gesterone or vitamin B, deficiency. Pyelitis may 
be associated with the ileus or mistaken for it. 
The paralysis according to Slemons and 
Williams (1938) begins in the sigmoid and is 
confined to the large bowel, the transverse and 
descending colon becoming immensely dis- 
tended. The abdomen is silent and there is no 
evidence of peritonitis. 

The patient presents with the typical history 
and signs of large bowel obstruction, and is also 
pregnant. No clinical reason can be found for 
the obstruction and no signs or history available 
to suggest any of the above aetiological factors. 
A straight X-ray of the abdomen will show the 
localized distension. Provided other causes can 


be eliminated treatment is conservative and 
laparotomy unnecessary. 

The following case history concerns a patient 
treated in the above hospital in October, 1952. 
Her confinement was normal and she was 
reported well by her doctor 3 years later. 

Case History. Mrs. J.M.P., aged 24 years, was 
seen as an emergency on the 24th October, 1952. 
She complained of epigastric pain of 3-weeks 
duration, which had been occasionally followed 
by vomiting. For the past 3 days she had severe 
pain of a colicky nature and repeated attacks 
of vomiting. No history of indigestion prior to 
pregnancy could be elicited. Her bowels had 
not moved for 3 days but flatus had been passed 
up to 24 hours previously. 

Her previous obstetric history was normal 
(para-4) and she was now 26-weeks pregnant. 

On examination her general condition was 
good, pulse 98, temperature 97-4° Fahrenheit, 
and blood pressure 110/70. Her tongue was 
moist. Her abdomen was distended and resonant 
and the uterine fundus was palpable at the 
umbilical level. There were no localized tender 
areas but pressure on the right lower quadrant 
caused a complaint of tenderness. Rectal 
examination revealed some ballooning but 
nothing else. 

A straight X-ray of the abdomen was taken. 
The report is as follows: ““Markedly distended 
colon from caecum to middle portion of 
descending colon. One foetus present—breech 
presentation.” 

A tentative diagnosis of true pregnancy ileus 
was made. An intravenous drip of 5 per cent 
glucose in normal saline was set up and con- 
tinuous gastric suction carried out. This was 
continued for 2 days and on the third day flatus 
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was passed. An enema was given with small 
faecal result. The drip was discontinued and 
fluids given by mouth and the patient made a 
rapid return to normal. 

Blood count, blood urea, urinary chlorides 
and catheter specimen of urine were returned as 
normal. X-ray of the chest was negative. The 
intake and output were comparable at all stages. 

A barium enema was taken on the 3lst 
October, 1952, and reported as follows: “There 
was ballooning of the rectum and dilatation of 
all the large bowel apart from a segment of 
distal descending colon. For some inexplicable 
reason the ascending colon and caecum could 
not be outlined with barium. No definite 
obstructive lesion has been demonstrated but 
the narrower segment of descending colon must 
remain under suspicion although the mucosal 
pattern appears normal.” 

She was allowed home and as previously 
stated proceeded to a normal confinement and is 
since without complaint. 
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CONCLUSION 


This. would appear to be a case of true preg- 
nancy ileus which responded to conservative 
treatment. The major factor in the diagnosis 
was the absence of evidence, scars, etc., which 
would point to mechanical obstruction. Con- 
valescence might have been shortened by the 
exhibition of bowel stimulants but in the 
absence of absolute proof of no organic lesion 
this would have been unwise. 
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FOETAL HAEMOGLOBIN AND POSTMATURITY 


BY 
D. G. Cottom, M.C., 


Tue clinical importance of postmaturity has 
long been a subject of controversy among 
obstetricians. The value of their discussions has 
at times been restricted by lack of an objective 
method by which the maturity of the foetus 
might be estimated. Foetal haemoglobin is 
known to be replaced by adult haemoglobin 
during the last 2-3 months of intra-uterine life 
and during the first few months after birth. This 
investigation was undertaken to find out whether 
the content of foetal haemoglobin in cord blood 
could be used as an index of foetal maturity. 

The early classical work of Barcroft (1934) 
demonstrated that the oxygen dissociation 
curves of adult and foetal blood were different. 
Later Brinkman and Jonxis (1935) were able to 
show that this variation was due to the different 
type of haemoglobin possessed by the foetus. 
By making use of the fact that foetal haemo- 
globin is much more resistant to the action of 
alkali than adult haemoglobin they devised a 
method by which the relative proportions of each 
could be estimated. They went on to show that 
there was a gradual change over from foetal 
to adult haemoglobin at a rate which approxi- 
mated to 1 per cent (Haldane) a day. Later 
workers such as Ponder and Levine (1949) have 
confirmed this, and using modern apparatus 
have shown that at birth the average value for 
foetal haemoglobin is about 77 per cent, and that 
practically all this has been changed to adult 
haemoglobin by 7 months, although minute 
quantities may persist up to the age of 3. 

In the present study the relationship of foetal 
haemoglobin to the birth weight and to the 
calculated maturity has been compared. 


METHOD 
The amount of foetal haemoglobin in the 
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cord blood was determined in 24 cases. Speci- 
mens of blood were taken into a Wintrobe 
bottle by syringe from the umbilical vein as 
soon as was convenient after delivery. These 
were subjected to alkaline denaturation at pH 
12:2 by a modification of Brinkman and 
Jonxis’ method which gives a reproducible 
accuracy of 3-4 per cent. In principle this 
consists of treating a solution of haemoglobin 
with alkali at 37° C., and withdrawing specimens 
at intervals to see how far the reaction has 
proceeded. Since all the adult haemoglobin is 
changed in the first 1-2 minutes that which 
persists after this is entirely foetal haemoglobin. 

The reagents required for this method are: 

Solution A. This is prepared by washing the 
red blood cells from 1 ml. of cord blood with 
isotonic saline and then haemolysing them by 
the addition of a knife-point of solid saponin. 

Solution B. This is the alkaline buffer made by 
adding normal sodium hydroxide to 0-15 
normal disodium hydrogen phosphate (Na, H 
PO,) until the pH is 12-2 when measured by a 
hydrogen electrode. 

Solution C. This consists of a mixture of 500 
ml. saturated ammonium sulphate, 500 ml. 
0-15 Normal disodium hydrogen phosphate 
and 55 ml. Normal potassium hydrogen phos- 
phate (K H PO,). 

1 ml. of solution A is added to 16 ml. of the 
alkaline buffer (solution B) in a test-tube placed 
in a water-bath at 37°C. A stop-watch is 
started and 1 ml. samples are withdrawn at 
2-minute intervals. These are delivered into a 
series of Kahn tubes each containing 2 ml. of 
solution C. This stops alkaline denaturation, 
precipitates any alkaline haematin and leaves 
the residual haemoglobin in solution. The tubes 
are allowed to stand for 15 minutes and are 
then centrifuged at 1,000 revolutions per 
minute. The clear supernatant is withdrawn and 
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Delivered 


16th February, 1954 
10th December, 1953 .. 
6th February, 1954... 
25th February, 1954 


16th November, 1953 
16th November, 1953 
29th January, 1954 
30th January, 1954 

_ 29th November, 1953 
15th February, 1954 
26th April, 1954 
18th January, 1954 
30th January, 1954 
30th September, 1953 
13th January, 1954 
28th November, 1953 
19th January, 1954 
21st February, 1954 
17th November, 1953 
23rd December, 1953 


14th December, 1953 
10th December, 1953 


4th February, 1954 


27th December, 1954 


Period of Gestation and Foetal Haemoglobin 


E.D.D. 


16th January, 1954 
22nd January, 1954 .. 
25th September, 1953 
4th January, 1954 .. 
19th November, 1953 
10th January, 1954 
12th February, 1954 
11th November, 1953 
9th December, 1953 .. 
27th November, 1953 
23rd January, 1954 .. 
20th January, 1954 .. 


15th December, 1953 
9th December, 1953 .. 


25th March, 1954 .. 
28th November, 1953 
28th November, 1953 
3rd February, 1954 
2nd January, 1954 
9th February, 1954 
7th December, 1953 
21st February, 1954 
28th April, 1954 

5th February, 1954 
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Foetal haemoglobin and calculated maturity. in 
TABLE I ha 
No. — — Weight 
1 “14 
2 | 
3 
4 
5 
6 “4 
7 
8 “ll 
9 
10 72 
: 12 “12 71 
13 +3 69 
14 15 71 
15 67 j 
16 66 
17 65 
18 “14 65 
19 65 
20 64 
21 “7 o4 
22 57 
| 23 “5 56 
24 2 68 


FOETAL HAEMOGLOBIN AND POSTMATURITY 


its haemoglobin content estimated, using a 
Spekker absorptiometer. 

The percentage of foetal haemoglobin is 
plotted against time when it is found that after 
about 8 minutes the points lie on a straight line, 
and indicate the rate of denaturation of foetal 
haemoglobin alone. This is extrapolated to 
time=0 to give the foetal haemoglobin content 
of the original mixture. 


RESULTS 

In this small series the average value for the 
foetal haemoglobin content of cord blood in a 
child born at 40 weeks was 70 per cent (Haldane). 
Babies born before term have a higher value 
than this, figures of up to 80 per cent occurring 
in those born at 38 weeks. On the other hand 
when delivery was delayed beyond term the 
foetal haemoglobin was lower than 70 per cent; 
and in | case, a baby that was 2 weeks overdue, 
the foetal haemoglobin had fallen to 56 per cent. 
While there was considerable variation in the 
percentage of foetal haemoglobin found in 
individual babies of similar calculated maturity, 
in general the postmature foetus had a foetal 
haemoglobin of less than 70 per cent. 

Care was taken in calculating the maturity 
to verify the dates as accurately as possible. 
When the estimated period of gestation was 
compared with the values for foetal haemo- 
globin a close correlation was apparent (Fig. 1 
and Table I). At the same time no similar 
correlation appears to exist between foetal 
haemoglobin and the birth weight of the baby. 
Cases 11 and 12 illustrate this point very well; 
both were born at 40 weeks and both had 71 
per cent of foetal haemoglobin despite birth 
weights as different as 9 pounds 12 ounces and 
6 pounds 5 ounces. 


DISCUSSION ° 

Before considering the possible value of the 
estimation of foetal haemoglobin as a measure 
of maturity it is necessary to decide, first, what 
is meant by foetal maturity, and, secondly, 
whether prolonged gestation is associated with 
any ill-effects clinically. 

Mills (1950) suggests that foetal maturity 
should best be regarded as the time when the 
foetus has gained the greatest possible benefit 
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from intra-uterine existence. Although wide 
variations can occur the vast majority of cases 
do go into labour at or about 40 weeks. There 
has been a considerable difference of opinion 
as to whether any harm is likely to befall the 
foetus if gestation is prolonged beyond this 
time. Some workers entirely deny the existence 
of postmaturity while others are so convinced 
of its importance that they routinely induce 
labour when the period of gestation is 14 days 
past the expected date of delivery. Either view 
would seem extreme though papers by Clayton 
(1941), Rathbun (1943) and McKiddie (1949), 
each studying a large number of cases, all reach 
the same conclusion that there is a higher foetal 
mortality when pregnancy is continued beyond 
term. More recently Clayton (1953) reported a 
carefully documented series of all cases born 
during 1950-51 at Queen Charlotte’s Hospital 
in which pregnancy was continued over 42 
weeks. The mortality in these cases was 2°81 
per cent, as compared with 1-37 per cent in 
babies born at 40 weeks. 

The above evidence indicates that the post- 
mature foetus has a smaller chance of survival 
than one born at term and therefore any 
objective index of the state of postmaturity 
assumes some importance. Wrigley (1946) and 
others at a meeting of the Royal Society of 
Medicine stressed the need for some method 
other than weight on which to judge foetal 
maturity as the clinical signs depend to a large 
extent on subjective impression and as opinions 
vary about their relative value. The results of 
this investigation suggest that the foetal haemo- 
globin content of cord blood provides an 
objective index of maturity and that its cor- 
relation with the clinical findings may help in the 
study and assessment of postmaturity. It is 
unfortunately of no assistance in the antenatal 
diagnosis of postmaturity but it provides a 
definite measurement which can be used not 
only to confirm the diagnosis in well-established 
cases but to assist in the recognition of less 
pronounced degrees of this state. 


SUMMARY 
The foetal haemoglobin was estimated in 24 
cases and its close correlation with the calculated 
maturity noted. 
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Although this series is too small to allow of 
Statistical treatment it would seem that this 
comparatively simple determination might be of 
some value as an objective technique in the 
post-partum study of postmaturity. 


I am greatly indebted to Dr. J. Forest Smith 
and to Mr. A. J. Wrigley for permission to 
investigate patients under their care, to Dr. 
J. L. Pinniger and Dr. W. J. Griffiths for kindly 
putting laboratory facilities at my disposal and 
to Dr. G. Wetherly-Mein for much helpful 
advice. The expenses of this study were provided 
partly from the Endowment Funds of St. 
Thomas’s Hospital. 
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NEURILEMMOMA OF THE VULVA 


BY 


W. E. BRYAN, M.B., B.S. 
Consultant Pathologist, Northampton General Hospital 


THE term “neurilemmoma’”’ was introduced by 
Stout (1935) to describe benign tumours derived 
from the neurilemma or Schwann cells of the 
nerve sheath. Masson’s (1932) name “‘Schwan- 
noma” is synonymous. Tissue culture studies 
have confirmed the identity of the cells compos- 
ing these growths. In the older literature these 
tumours are usually called “neurofibromata”’ 
but this term is unsatisfactory on the grounds 
of histogenesis and also because it is used to 
describe some of the lesions found in von Reck- 
linghausen’s disease and which differ from the 
true neurilemmoma in important respects. For 
reasons which have been clearly expressed by 
Willis (1953), the term “‘neurinoma” is also 
unsatisfactory. Gynaecologists are familiar with 
the neurilemmomata that occur in the pelvis 
arising, not uncommonly, from the sacral 
nerves. Similar solitary tumours in the external 
genitalia are, however, exceedingly rare and 
there are few acceptable cases in the literature. 
As far as can be ascertained there have been no 
cases of neurilemmoma of the vulva reported 
in the British Isles. 


Case REPORT 

The patient, a housewife, aged 49 years, was 
referred to hospital primarily on account of 
severe menorrhagia. On examination a fibroid 
uterus was found together with a firm, rounded 
nodule in the right labium majus. This nodule 
was not painful or tender and the patient stated 
that she had had it for as long as she could 


remember. Total hysterectomy and bilateral — 


salpingo-odphorectomy was performed and the 
labial nodule excised. 


PATHOLOGY 


The specimen consisted of a rounded tumour, 
1-5 x 1-0 x 1-0 cm., with a firm, grey cut 


surface. Microscopically the structure was that 
of a typical neurilemmoma (Fig. 1). The pre- 
dominant tissue was reticular (Antoni type B) 
but there were a number of small areas of 
fasciculated (Antoni type A) tissue with charac- 
teristic regimentation of the nuclei. A thin, 
fibrous capsule invested the tumour and in this 
capsule there were a few thin bundles of nerve 
fibres. There was no evidence of malignancy. 


HISTORICAL 


The earliest recorded case of a neurilemmoma 
of the vulva appears to be that of Bondi (1907). 
The patient, aged 26 years, had a symptomless 
nodule the size of a cherry situated in the lower 
one-third of the labium minus. Histologically 
the structure was typical. Lovelady, McDonald 
and Waugh (1941) in a review of 34 benign 
tumours of the vulva removed at the Mayo 
Clinic in the period 1906 to 1939 describe 2 cases 
of neurofibromata 2 cm. and 1-5 cm. in diameter 
in which palisading of nuclei was a distinctive 
microscopic feature. Both tumours were solitary 
and symptomless. The cases reported by 
Maczewski (1925) and Tauber (1946) were 
probably examples of von Recklinghausen’s 
disease with minor stigmata rather than true 
solitary neurilemmomata. Maczewski’s patient 
was aged 51 years and presented with a lump the 
size of a hen’s egg situated in the right labium 
majus. Two and a half year’s previously she had 
had a vaginal hysterectomy and deep X-ray 
treatment for carcinoma of the cervix (not 
confirmed histologically). Biopsy of the vulval 
tumour showed it to be a neurofibroma but the 
patient also had a nodule in one arm said to be 
a “fibroid”. Tauber described a growth the size 
of a lemon in the lower part of the left labium 
majus in a coloured woman aged 39 years. A 
number of smaller nodules were present in the 
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gluteal region and biopsy of the vulval tumour 
and one gluteal nodule showed typical neuro- 
fibromata. 


DiIsCuSSION 

The main practical problem is the question 
of diagnosis which can only be made on histo- 
logical grounds. In the vulva neurilemmomata 
have to be distinguished from the neurofibro- 
mata of von Recklinghausen’s disease and from 
leiomyomata arising in the round ligament or 
in the skin. It is interesting to note that in his 
presentation of the first case nearly 50 years ago 
Bondi stated that the condition has to be 
distinguished from “fibroid” and “a circum- 
scribed elephantiasis’’. Although neither of these 
terms is unequivocal it is possible that by the 
former he meant a fibroid of the round ligament 
and elephantiasis neuromatosus is, of course, a 
feature of von Recklinghausen’s disease. The 
histological diagnosis of neurilemmoma is 
based on 
(1) the presence of a capsule in which nerve 
fibres may be found, 
the characteristic areas of fasciculated tissue 
with regimented nuclei intermingled with, 
but well demarcated from the areas of 
reticular tissue in which the Schwann cells 
are loosely arranged and in which micro- 
cysts can sometimes be found. 
Other features of importance are areas in which 
the regimented nuclei are twisted so that the 
structure resembles a tactile corpuscle, the 
so-called Verocay body. Frequently, the walls of 
the vessels in neurilemmomata are thickened 
and hyalinized and occasionally nuclei of tumour 
cells are aggregated round them (Fig. 2). Nerve 
fibres if present are usually confined to the 
periphery of the tumour. 

The neurofibroma of von Recklinghausen’s 
disease differs in that the lesion is more diffuse 
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and is not encapsulated and the overgrowth of 
Schwann cells is less orderly and is accompanied 
by nerve fibres which traverse the tumour. 
Stout (1949) states that Verocay bodies are not 
found in neurofibromata. Regimentation or 
palisading of nuclei may occur in leiomyomata 
especially in hyalinized tumours and, indeed, is 
seen, not infrequently in uterine myomata. 
However, in these tumours, areas in which tissue 
mimics the reticular tissue of neurilemmomata 
ot seen. 

It is extremely doubtful whether the true 
solitary neurilemmoma ever becomes malignant. 
Malignant tumours derived from Schwann cells 
do occur but they are either malignant from the 
start or arise in persons with the generalized 
neurofibromatosis of von Recklinghausen. 


SUMMARY 


A case of neurilemmoma of the vulva is 
described which, as far as can be ascertained, 
is the first case to be reported in the British Isles. 

The literature is reviewed and the differential 
diagnosis is discussed. 


I should like to thank Mr. G. S. Sturtridge for 
permission to refer to his clinical notes, Mr. 
R. A. Struthers for his help and interest and 
Mr. C. Clarke for technical assistance. 
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General view of the tumour structure with characteristic fasciculated (Type A) 
tissue above and to the right of the centre. Haematoxylin and eosin. x 110. 


Fic. 2 


Typical vessels showing hyalinization and thickening. In this instance there is 
also well marked cuffing by closely packed tumour nuclei. Haematoxylin and 
eosin. 
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A CASE OF PRIMARY OVARIAN PREGNANCY WITH 
CO-EXISTENT UTERINE GESTATION 
BY 
J. G. Lawson, M.B., M.R.C.O.G. 
AND 
F. J. G. CHouter, M.B., M.R.C.O.G. 
Midwifery Department, University of Aberdeen 


PRIMARY ovarian pregnancy, although probably 
much commoner than generally suspected, is 
sufficient of a rarity to warrant the publication 
of details of a case when encountered. An 
excellent review of the subject is presented by 
Taber and Crossett (1952), who found 50 well- 
authenticated cases in the English literature of 
the preceding 20 years. Reports of British origin 
include those of Martin and McIntyre (1923), 
MacCarthy (1931), Clement (1933), Ross and 
Gledhill (1941), Thomas (1943), Browne (1944), 
Ismail (1950), Toplack (1950), and McIntyre 
(1951). 


CasE REPORT 


Mrs. M.T., a nulliparous woman, aged 18 
years, was admitted to the gynaecological ward 
of Aberdeen Royal Infirmary during the early 
evening of 28th December, 1954. She com- 
plained of lower abdominal pain of a few hours’ 
duration. 

The previous medical history was negative. 
Menstruation, which had commenced at the age 
of 15 years, followed an erratic cycle, the interval 
varying from 21 to 42 days. The flow usually 
lasted 7 days but was not excessive. Only slight 
dysmenorrhoea was experienced, but not in- 
frequently she fainted at the onset of the period. 

The patient was married on 6th November, 
1954, 2 days after the start of a period which 
continued for the usual 7 days. During Decem- 
ber, the appetite was poor and there was 
occasional nausea, although vomiting did not 
occur. No breast changes or urinary symptoms 
were reported. 

At 3.30 p.m. on 28th December, the patient 
1 Pl. 


was seized with very severe, generalized abdomi- 
nal pain of a stabbing character, which caused 
her to faint. Within a few minutes the acute 
attack abated, and the pain, now of a gnawing 
nature, tended to settle in the right iliac fossa, 
radiating through to the lumbar region. 

When the patient was seen in hospital, she was 
obviously in pain, which was greatly aggravated 
by movement. She denied any shoulder-tip or 
inter-scapular discomfort. Facial pallor was a 
marked feature. The temperature was 97° F., the 
pulse rate 90 per minute, and the blood pressure 
116/68. The erythrocyte sedimentation rate was 
10 mm. in | hour, and the haemoglobin level was 
70 per cent (Sahli). Examination of the heart, 
lungs and urine was negative. 

On inspection of the abdomen, some fullness 
was noted below the level of the umbilicus but 
no mass could be felt. There was generalized 
tenderness, most marked in the right iliac fossa 
low down over the inguinal ligament. Some 
guarding of the right rectus muscle was noted. 
Vaginal examination indicated the absence of 
bleeding. The cervix was soft and the external os 
was closed. Displacement of the cervix in any 
direction caused extreme pain. On account of the 
tenderness aroused, it was impossible to palpate 
the uterus or the adnexal regions. 

A diagnosis of ectopic pregnancy was made, 
based on the history of delayed menstruation 
and nausea, the general appearance of the 
patient, and the pelvic findings. 

Laparotomy was carried out under general 
anaesthesia at 9 p.m., 6 hours after the onset of 
pain. About 10 ounces of blood with some fresh 
clot was found in the peritoneal cavity, and this 
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was obviously coming from the right ovary, 
which, although normally situated and free from 
adhesions, was enlarged to the size of a bantam’s 
egg and rather constricted in the middle giving a 
dumb-bell appearance. The medial pole was 
bulbous and yellowish tissue protruded from a 
small breach of the surface. The outer pole was 
somewhat less enlarged, of a dusky blue colour 
with some surface bleeding points. The right 
Fallopian tube, including its fimbriated extrem- 
ity, was healthy in colour and shape, and the 
left appendages presented no abnormality. The 
uterus was about the size of a 6-weeks gestation, 
and it felt soft and elastic. An intra-uterine 
pregnancy was suspected, and a note to that 
effect was made in the operation record. The 
right ovary was excised, and the pedicle sutured 
to the posterior face of the broad ligament. 
Salpingectomy was not performed. The blood 
was removed from the peritoneal cavity, and the 
abdominal wall repaired in layers. 

The patient made an uneventful recovery from 
the operation. Vaginal bleeding did not appear 
during the following week, supporting the 
opinion that an intra-uterine pregnancy was 
present. Contrary to the usual practice, the 
patient was kept in bed and regular sedation was 
given, although progesterone therapy was not 
employed. 

On Sth January, a fluid blood loss was re- 
ported per vaginam, and 2 days later some clots 
were expelled together with a mass of tissue 
resembling a decidual cast. Histological exami- 
nation, however, showed that the material was 
composed of chorionic villi in addition to 
decidual tissue. Thereafter, the vaginal bleeding 
quickly subsided, and the patient went home on 
the 15th day after operation. 

At follow-up examination on 8th March, the 
uterus was found to be normal in size and 
position, and no adnexal swelling was noted. 
She had no pain, and reported that 2 normal 
periods had occurred since she left hospital. 

The gross appearance of the ovary has already 
been described, and is illustrated by the accom- 
panying photographs of the intact and bisected 
organ (Figs. 1 and 2). Microscopic examination 
indicated that the outer pole contained an active 
corpus luteum, and that the haemorrhagic struc- 
ture at the medial pole was composed of blood 
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clot and chorionic villi. Congested blood vessels 
were noted in the vicinity of the conceptus, while 
the mid-zone of the ovary presented many small, 
cystic Graafian follicles. 


COMMENT 


To warrant the diagnosis of primary ovarian 
pregnancy, a case should conform to the criteria 
of Spiegelberg (1878), namely, that the lesion 
should occupy the normal site of the ovary and 
be attached to the uterus by the ovarian liga- 
ment, that the Fallopian tube should appear 
healthy and uninvolved, and that undoubted 
ovarian tissue should be present in the wall of 
the gestation sac. Norris (1909) added the 
requirement that the Fallopian tube should show 
no histological evidence of pregnancy, a point 
also made by Rubin (1951). Simard (1941) has 
suggested that many cases of early ovarian preg- 
nancy are mistakenly diagnosed as rupture of a 
corpus luteum. Moulonguet (1924) believes that 
in early cases the conceptus may pass un- 
recognized, whereas in advanced cases the ovary 
itself disintegrates. 

Both gross and histological examination 
support the authenticity of the case now 
reported. The Fallopian tube looked quite 
normal at operation and was, therefore, not 
removed. The criterion of Norris and Rubin 
cannot thus be fulfilled, but, in view of the short 
history and the absence of any previous pain, it 
seems unlikely that nidation occurred originally 
in the tube and that the ovarian implantation 
was the sequel of tubal abortion. The general 
character of the ovary as shown in the photo- 
graphs indicates that the pregnancy lies within 
the ovarian substance, and it is not improbable 
that fertilization actually occurred within a 
Graafian follicle. On the other hand, conception 
may have taken place within the tube with 
implantation on the surface of the ovary and 
later penetration into its substance. 

The literature contains several references to 
the co-existence of tubal and uterine pregnan- 
cies, but only 2 reports can be traced of ovarian 
and uterine pregnancies occurring simultane- 
ously. Both Milnor and Bowles (1940) and 
Hertig (1951) mention cases where the uterine 
gestation proceeded to term following removal 
of the ovarian pregnancy. If progesterone 


4 


Fic. 1 


Posterior aspect of intact ovary, with corpus luteum on left (medial), and pregnancy 
on right (lateral). Measurements in centimetres. 
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Cut surface of posterior segment of bisected ovary, with corpus luteum on left 
(medial), and pregnancy on right (lateral). Measurements in centimetres. 
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A CASE OF PRIMARY OVARIAN PREGNANCY WITH CO-EXISTENT UTERINE GESTATION 


therapy had been instituted at once, it is possible 
that the present patient might have escaped the 
subsequent uterine abortion. When ectopic 
pregnancy presents as an acute emergency, 
operative treatment is often undertaken before 
vaginal bleeding has occurred. If bleeding does 
not appear within 12 to 24 hours of the original 
crisis, intra-uterine gestation should be suspected 
and the administration of hormone therapy 
given serious consideration. This point should 
especially be borne in mind where, as in this 
instance, the active corpus luteum has been 
removed. 


SUMMARY 
(1) A case is reported which appears to meet 
the requirements for a diagnosis of primary 
ovarian pregnancy. 
(2) Intra-uterine gestation was also present, 
abortion occurring 10 days after oéphorectomy. 


We are grateful to Professor Dugald Baird for 
permission to publish this report. 
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PREGNANCY FOLLOWING MAJOR THORACIC SURGERY 
FOR TUBERCULOSIS 


BY 


J. McC. Murpocu, M.R.C.P.E., F.R.F.P.S. 
Registrar, Tuberculosis Unit, City Hospital, Edinburgh 


INTRODUCTION 

THE improvement in the prognosis of pulmonary 
tuberculosis since the advent of chemotherapy 
and the use of improved thoracic surgical tech- 
niques has necessitated the, re-examination of 
many of the problems associated with the 
management of tuberculous patients. One 
important aspect is in relation to the fate of the 
tuberculous woman who becomes pregnant. 
The following paper describes 15 consecutive 
cases of pregnancy in women who had previously 
undergone major thoracic surgical treatment for 
tuberculosis, and who showed no evidence of 
reactivation of the disease during pregnancy or 
within a minimum observation period of | year 
after conception. 

Jessen (1929) first described the effect of 
pregnancy following thoracoplasty for pulmon- 
ary tuberculosis. The literature has been fully 
reviewed by Folsome and Kuntze (1953), who 
added 25 of their own cases to the 119 previously 
reported. Of these 119 cases, only 8 had 
lobectomy or pneumonectomy performed, while 
111 cases had treatment by thoracoplasty. One 
hundred and five of the patients showed no 
apparent reactivation of disease following 
pregnancy, but there were 5 maternal deaths and 
8 cases of reactivation of disease following 
delivery. It is also noteworthy that 8 births were 
premature, and that of 4 abortions 2 were 
therapeutic. 

Three uncomplicated pregnancies following 
pneumonectomy were reported by Posner, 
Wright and Scalzo in 1953. 

Schaefer and Epstein (1952) reported 6 normal 
pregnancies and deliveries following lobectomy, 
1 lobectomy being performed during pregnancy. 

In the series of 25 cases reported by Folsome 
and Kuntze (1953), 4 maternal deaths occurred, 


3, 12, 16, and 21 months after delivery, attributed 
to tuberculous dissemination or local worsening 
of the pulmonary disease with amyloidosis; a 
mortality of 16 per cent. Of 26 infants, 1 was 
stillborn and 1 died of tuberculous meningitis 
29 months after delivery. Dyspnoea was not 
noted during any of the pregnancies, and 
amongst the 21 surviving mothers only 1 showed 
evidence of tuberculous activity. 

They concluded that pulmonary tuberculosis 
can be treated prior to, or during, pregnancy by 
major thoracic surgery without jeopardizing the 
pregnancy, and that there is no indication for 
therapeutic abortion in such cases. They also 
state that the management of labour does not 
differ from that in a tuberculous patient who has 
not undergone surgery, and the prognosis for the 
infant is not adversely influenced. 


MATERIAL 


During the period Ist September, 1952, to 2nd 
January, 1955, 140 patients with pulmonary 
tuberculosis were delivered in the Royal 
Simpson Memorial Maternity Pavilion, the 
Royal Infirmary, Edinburgh. Of these, 15 
patients (10-9 per cent) had previously been 
treated by major thoracic surgery. The total 
number of deliveries during the same period was 
7,695. 

The ages of the patients ranged from 23 to 32 
years. Of these, 8 were primiparae, 6 had previ- 
ously had 1 child, and 1 had 3 children. 

The relevant clinical data in respect of these 
15 patients are shown in Table I. 

Of these 15 patients, 3 had pneumonectomy, 
5 lobectomy, 5 segmental resection, and 2 
thoracoplasty performed from 4} years to 9 
months prior to conception. All patients had 
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TABLE I 
Clinical Data of Patients 
Period 
Age Thoracic Date of Typeof Date of observed 
(years) Parity — operation operation delivery delivery after con- 
pregnancy ception 
25 0 None Left pneumo- January, 1949 Normal 7th Feb., 1953 35 mths 
nectomy Normal 4th Nov., 1954 — 
28 0 None Left pneumo- March, 1952 Normal Ist June, 1954 . oe 
nectomy 
29 0 None Left pneumo- April, 1953 Normal 3rd Nov., 1954 AD: as 
nectomy 
24 1 Dyspnoeic* Right lower March, 1953 Normal 30th Dec., 1954 12 ,, 
at term lobectomy 
25 1 None Left upper July, 1952 Normal 5th Feb., 1954 a ws 
lobectomy 
25 1 None Left upper February, 1952 Caesarean 20th May, 1954 19  ,, 
lobectomy section 
32 1 None Right upper June, 1952 Normal 7th Dec., 1954 «8 
lobectomy 
30 0 None Right middle June, 1952 Normal 2nd Jan., 1955 2 «6 
lobectomy 
23 0 None Right upper May, 1952 Normal 25th Aug., 1954 16 ,, 
segmental 
resection 
29 1 None Right upper July, 1952 Normal 5th Jan., 1954 - «~ 
segmental 
resection 
30 0 None Multiple November, 1951 Normal 9th March, 1954 21 ,, 
segmen’ 
resection 
31 1 None Left upper March, 1953 Normal 16th Oct., 1954 14 ,, 
segmental 
resection 
28 3 None Left upper November, 1952 Normal 4th Oct., 1954 B..s 
and lingular 
segmental 
resection 
27 0 None Right upper May, 1949 Normal 29th July, 1954 | oe 
seven rib 
thoracoplasty 
28 0 None Left upper August, 1952 Spontaneous 27th May, 1954 12 ,, 
seven rib abortion (at 10 weeks) 
thoracoplasty 


been reviewed at regular intervals post-opera- 
tively and showed no evidence of tuberculous 
activity as assessed by clinical examination, 
serial radiography and strict bacteriological 
examination. 

RESULTS 


In this series there were no cases of reactiva- 
tion of disease during pregnancy or from 12 to 


35 months after conception. No treatment of 
any kind was given during pregnancy or the 
puerperium. 

There were neither materne! nor infant deaths. 
Only 1 spontaneous abortion occurred. 

Caesarean section at term was performed for 
contracted pelvis in 1 instance, with neither 
maternal nor foetal complications. All the other 
deliveries were at term and uncomplicated. 
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TABLE II 
Table of Results 

Outcome of Pregnancy Fate of Mother 

Type of surgery No. of Abortion Prema- Delivery Alive 

taneous peutic disease _ activity 

Pneumonectomy 3 0 0 0 4* 0 0 3 
Lobectomy - 5 0 0 0 5 0 0 5 
Segmental resection 5 0 0 0 5 0 0 5 
Thoracoplasty .. 2 1 0 0 1 0 0 2 
To. 4" 15 1 0 0 15 0 0 15 


* One patient has had two normal births since left pneumonectomy in January, 1949. 


Dyspnoea occurred in | patient during the last 
week of pregnancy, but this was considered to 
be functional rather than organic as the symp- 
toms rapidly disappeared upon admission to 
hospital. 

The infants were all mature and have been 
observed to thrive during the observation period. 
Breast-feeding was not allowed as a routine 
precaution, and B.C.G. has since been given to 
all the children. 

The foregoing results are shown in Table II. 


SUMMARY AND CONCLUSIONS 


A series of 15 consecutive patients who have 
undergone pregnancy following major thoracic 
surgery for tuberculosis is described. 

There was no maternal mortality or morbidity 
during the pregnancy and no reactivation of the 
disease occurred during a follow-up period 
varying from 12 to 35 months after conception. 

Fifteen children were born to the tuberculous 
mothers, | patient completing 2 pregnancies 
following pneumonectomy. One patient had a 
spontaneous abortion. No therapeutic abortions 
have been carried out. 


Though the number of cases reported is small, 
and the follow-up relatively short, a plea is made 
for the view that major thoracic surgery for 
tuberculosis should not, of itself, be considered 
as a contra-indication to subsequent pregnancy. 
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TUBAL GESTATION AND TUBERCULOUS SALPINGITIS 


BY 


Mona M. Davin-Power, L.R.C.P. & S.I., M.R.C.O.G. 
J. P. O’Dwyer, M.B., M.A.O., M.R.C.O.G. 
AND 
DONALD A. Lesuiz, M.B., Ch.B. 
From the Departments of Gynaecology and Obstetrics and of Pathology, Sunderland Hospital Group 


THOUGH neither tubal pregnancy nor tubercu- 
lous salpingitis can be said to be uncommon, 
their occurrence together is exceedingly rare. In 
a series of 313 ectopic pregnancies and 197 cases 
of tuberculous salpingitis, extending over a 
period of 54 years, Kistner, Hertig and Rock 
(1951) only once found the dual condition. 
Stephenson and Wharton (1939) and Bland 
(1940) record similar findings. Besides their own 
case, Kistner and his associates were able to 
collect 41 cases from the world literature prior to 
1951. Stoddard, and Fitzgibbon and Widdess 
recorded cases in the same year, and since then 
reports have been published by van Veen (1952) 
—2 cases; Burns and Burns (1953)—2 cases; 
Berenbaum and Korn (1954) and Sharman 
(1953). In addition Bevis described a case in 
1948, and Cope showed a specimen to the Royal 
Society of Medicine in 1952. 

This then, so far as we can ascertain, is the 
53rd recorded instance of the combination of 
tuberculous salpingitis and ectopic pregnancy, 
but only the third to be published in the British 
literature. 


Case Report. Mrs. D. H., aged 29 years, attended the 
hospital infertility clinic on 16th January, 1952. She had 
been married for 5} years, and there had been no preg- 
nancies. Contraceptives had been used for the first 2 
years. Two years previously she had been investigated by 
mass miniature radiography and inactive calcified foci 
were found on X-rays in both lungs. 

The patient’s general health appeared to be good, and 
the only pelvic abnormality found was a small erosion of 
the cervix. A full investigation of both partners, which 
included Huhner’s test, kymo-insufflation and endo- 
metrial biopsy, was commenced. No endometrium was 
obtained on “stroke curettage” and the kymo-insuffla- 
tion showed normal tubal peristalsis with air entry at 


110 mm. of mercury. The cervical erosion was lightly 
cauterized with diathermy. 

On 11th February, 1953, the patient attended the clinic 
and complained of slight intermittent vaginal bleeding, 
lower abdominal discomfort and nausea since 2nd Janu- 
ary. Her last menstrual period had begun on 16th 
December, 1952. 

On vaginal examination the uterus was noted to be 
bulky, and, as there was some fullness with tenderness in 
the left appendage area, the patient was admitted to 
hospital for examination under anaesthesia and curettage 
with the object of excluding extra-uterine pregnancy. 

When she was examined under anaesthesia 2 days later, 
no extra-uterine mass could be palpated. Dilatation and 
curettage was performed and thick curettings were 
obtained which on section showed the histological 
appearances of tuberculous endometritis. 

The patient, who had been allowed to go home on 18th 
February, re-attended the clinic on 21st February and 
complained of frequent attacks of acute lower abdominal 
pain and backache. She appeared pale and the haemo- 
globin level proved to be 8-8 g. per cent (59 per cent). 
Vaginal examination again elicited tenderness in the left 
vaginal fornix and Douglas’ pouch, and clinical signs 
suggested free fluid in the peritoneal cavity. Accordingly, 
she was re-admitted for laparotomy. 

At operation, on 23rd February, a considerable 
amount of blood clot was found in the pelvis, being ad- 
herent to the posterior aspect of the uterus and left broad 
ligament. The fimbriated end of the left Fallopian tube 
was greatly distended, reddened and oedematous, and 
blood clot was adhering to the widely opened ostium. 
The picture suggested a diagnosis of tubal abortion and 
left salpingectomy was performed. The uterus, both 
ovaries and the opposite Fallopian tube appeared healthy. 

The patient had an uneventful convalescence and left 
hospital on Sth March. Treatment with streptomycin and 
para-amino salicylic acid was begun in hospital and was 
continued by the patient’s own doctor, a total dose of 
streptomycin, 42 g., and para-amino salicylic acid, 
756 g., being administered over a period of 6 weeks. She 
has remained well since operation, and when examined 
under anaesthesia recently (2nd April, 1955) no pelvic 
swelling could be found. A further curettage was done 
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and the endometrium showed no evidence of tuberculosis 
on this occasion. 


PATHOLOGICAL FEATURES 


Naked-eye appearances. The specimen con- 
sisted of a greatly swollen left Fallopian tube. 
The fimbriae were everted while the ostium was 
dilated but partly blocked by blood clot. 

Microscopic appearances. The greater part of 
the lumen of the tube was occupied by thickened, 
proliferated rugae which had fused to produce 
the adenomatous picture characteristically seen 
in tuberculous salpingitis. Scattered throughout 
these mucosal folds were numerous follicles con- 
sisting of pale-staining endothelioid cells and 
giant cells surrounded by a zone of lymphocytes. 
Lymphocytes were also scattered diffusely 
throughout the folds between the follicles. 
Occasional follicles showed central caseation 
but this was not a marked or extensive feature. 

Beside the typical Langhans’ cells, foreign 
body giant cells were also seen, sometimes in 
association with the follicles, sometimes in small 
clumps or singly at a distance from the follicles. 
Within some of these giant cells were typical 
laminated Schaumann bodies; these were usually 
basophilic in part and contained iron. Here and 
there one had ruptured and was surrounded by 
as many as 5 or 6 giant cells. Occasional Schau- 
mann bodies contained doubly refractile crystal- 
line material. A greater number of anisotropic 
crystals were, however, found apart from 
Schaumann bodies, either within foreign-body 
giant cells or lying free in the tissues. On treat- 
ment with normal hydrochloric acid for 30 min- 
utes these crystals were found to~be dissolved 
out of the sections, indicating that they were not 
of a silicious nature (Potts, 1951). 

Despite intensive examination of numerous 
sections taken at intervals through the tube, 
acid-fast bacilli were not identified. Tubercle 
was not suspected until after the sections were 
examined and by that time the specimen had 
been too long in fixative for culture to be 
attempted. 

In the area of the dilated tube not occupied by 
the proliferated mucosal folds (roughly one- 
quarter of the lumen) blood clot, altered 
chorionic villi and trophoblastic tissue were 
packed together. There was also extensive inva- 
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sion of the tubal wall by trophoblast associated 
with the production of wide blood spaces. 
Decidual change of the stromal cells of the tube 
was also present. Although the chorionic tissue 
invaded the wall so deeply there was no actual 
external rupture of the tube. 


COMMENT 


Tubercle bacilli are seldom found even after 
extensive examination in tuberculous salpingitis, 
hence the failure to demonstrate them here is of 
no significance. There seems to be no doubt that 
the condition was tuberculous for the following 
reasons: 

(1) The follicles were typical and some showed 
caseation. 

(2) A tuberculous endometritis was also present. 

(3) The patient showed effete tuberculous lesions 
in the lungs. 

(4) Schaumann bodies were present. Their 
occurrence in the tube is regarded by Burne 
(1953) as being virtually diagnostic of old or 
recent tuberculous salpingitis. 

(5) The anisotropic crystals also present were 
not of silicious nature, hence talc granuloma 
can be excluded. These crystals have been 
previously demonstrated in tuberculous 
salpingitis by Potts (1951) and by Berenbaum 
and Korn (1954); the latter authors showed 
that the crystals consisted mainly of calcium 
carbonate. 

Mann and Meranze (1944) note that during the 
early stages of tuberculous salpingitis the tubal 
lumen may remain patent, while Novak (1947) 
states that the distal portion of the tube may 
seem essentially normal, with the fimbriated 
orifice remaining open in about half the cases. 
Sharman (1952) was able to demonstrate tubal 
patency in no less than 34-2 per cent of patients 
suffering from tuberculous endometritis. 

It may appear strange, therefore, that preg- 
nancy is not encountered more frequently in the 
tuberculous Fallopian tube. It is generally 
believed that the reasons for the rarity of the 
dual condition are obstruction of the tubal 
lumen, together with the poor opportunities for 
nidation and nutrition afforded by the diseased 
tissues. In addition, as Sharman (1953) points 
out, microscopical examination of specimens of 
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ectopic pregnancy is often cursory or may be 
omitted altogether. 

An interesting feature of this case is that the 
kymograph showed such a normal tracing with 
tubal patency at a pressure of 110 mm. of 
mercury and normal peristaltic waves. It is, of 
course, possible that when the test was per- 
formed (12 months before operation) tubercu- 
losis had not yet attacked the Fallopian tubes. 
The histological appearances were in keeping 
with those of a fairly early lesion as there was 
little caseation and the tubercles were limited to 
the mucosa. Unfortunately, the initial endo- 
metrial biopsy was unsatisfactory and there was 
no opportunity to repeat it. We now employ 
“stroke curettage” to a lesser extent in the 
preliminary investigation of infertility and 
usually prefer to carry out a dilatation and 
curettage under anaesthesia. 


SUMMARY 
(1) A case of combined tuberculous salpin- 
gitis and tubal pregnancy is described and the 
literature briefly reviewed. 
(2) Schaumann bodies and anisotropic crys- 
tals of non-silicious type were found in associa- 
tion with the tuberculous lesions in the tube. 


We are indebted to Mr. F. J. Burke, under 
whose care the patient was admitted, for 
permission to publish. 
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NOTICE OF THE INTERNATIONAL FEDERATION OF 
GYNECOLOGY AND OBSTETRICS 
(MATERNITE, GENEVA, SWITZERLAND) 

AT its last meeting the Executive Board of the International Federation of 


Gynecology and Obstetrics unanimously recommended that a documentation and 
bibliographical centre be established at the permanent Secretariat of the Federation, 


in Geneva. 


Therefore, we would like to start collecting reprints of papers in the field of 
gynaecology and obstetrics. In that connexion, we invite all authors of scientific papers 
published since Ist January, 1955, to send reprints to this office, and to put our address 


on their permanent mailing list. 


This documentation will be at the disposal of all members of the International 
Federation. Photostat copies or microfilms will be available on request and they will 


be charged at cost. 
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ROYAL COLLEGE OF OBSTETRICIANS AND 


GYNAECOLOGISTS 


AT the meeting of the Council held on 26th November, with the President, 
Mr. Charles D. Read, in the Chair, it was announced that the Wellcome Trust had 
offered a grant of £25,000 to meet the cost of the Museum in the new College, and 
a further £5,000 for the cost of two Research Rooms. The Museum will be named 
“The Wellcome Museum of Obstetrics and Gynaecology”. The Council recorded its 
appreciation of the generosity of the Trustees. 
The following were appointed Leverhulme Research Scholars for 1956: 

J. Gardiner. 

M. K. Rinsler. 

J. Walker. 


Dr. Naguib Mahfouz of Cairo was invited to give the William Meredith Fletcher 


Shaw Memorial Lecture in 1956. 


The Council acknowledged a further grant for research from the British Empire 


Cancer Cam 


Sir Arthur Gemmell and Professor Margaret Fairlie were co-opted to Council. 

Mr. T. L. T. Lewis was appointed representative on the Examination and Tuition 
Advisory Board of the Association of Medical Records Officers. 

The Council authorized the establishment of a Regional Council in South Africa. 


The following was admitted to the Membership: 
Ralph William Forman. 


The following have been awarded the Diploma in Obstetrics: 


James Gilbert Abercrombie. 


Basil Paul Appleby. 

George Warburton Ashcroft. 
Betty Avril Astle. 

James Tweedie Brown Bain. 
David Thomas Cecil Barber. 


Walter Philip Bonnici. 

Neil John Bernard Bowie. ‘i 

Roger Geoffrey Brenchley. 

Miriam Brennan. 

Robert Osbert Oliver Elliott Brettell. 

Irene Phyllis Brown. 

Walter Martin Browne. 

Elizabeth Jane Bannatyne Buchanan. 
Edward Austen Cornwall Buckell. 

Joseph Bernard Edgar Carreras. 
David Robert Chase 


John Duncan Craven. 
Stanley Clifford Cross. 
William Erik Norman Cummings. 


Brian Collin Davies. 

Gerald James Davies. 
Kenneth David Davies. 
Madhuri De. 

Peter Dilnot. 

Peter Holt Dootson. 

Arthur Kenneth Naylor Dunton. 
Elizabeth Mary Caroline Dyke. 
Richard Paul Dyson. 

Harry Eaton. 

Denis Paul Elam. 

Rosalind Ann Elliott. 
Gwenda Wynne Evans. 

Jill Margaret Evans. 
Michael John Evans. 

Helen Ezra. 

James Hamilton Fairley. 
William James Falconer. 
Winton Peter Fitt. 

James Ian McLeish Forsyth. 
Roger John Fothergill. 
Jennifer Margaret Fowles. 
Ronald Charters Francis. 
Douglas MacLaren Fraser. 
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David Henry Alltree. 
Timothy Donald Anderson. 
Joan Marie Curtis. 
John Alexander Dand. 
Patrick Joseph Ciaran Barry. 
Rosemary Anne Beasley. ; 
James Drummond Begg. 
Saroj Kumar Chatterji. 
: Roy Malcolm Clark. 
Derek Herbert Clarke. 
Henry Joy Clarke. 
Alan Clark-Jones. 
John David Cooper Cook. 
Albert Cooke. 
Beit Richard McKinlay Corfield. Alasdair Fraser-Darling. 
‘ 4 Ian Donaldson Craig. John Russell Freeman. 
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Philip James Frost. 

Tan Charles Fuller. 

Michael Graham Gelder. 
Alan Alexander Gibberd. 
Alan George Gordon. 
William John Hill Graham. 
John Maurice Gray. 

Dennis Norman Guest. 
Jharna Sen Gupta. 

Eric Hainsworth. 

Graham Stanley Hall. 

David John Handford. 

John Clavering Hartgill. 
Margaret Audrey Hartshorne. 
Margaret Mary Heley. 

Peter Alan Henderson. 
Christopher John Mervyn Hill. 
Robert Hunter Hill. 

John Eliot Hodgkin. 

John Morton Douglas Hooper. 
Patrick Adrian Hopkins. 
John Haydn Hughes. 

Michael James Hunter. 

Peter John Huntingford. 
Ruth Hutchinson. 


Anthony James Clarendon Hyde. 


George Pearson Jeffrey. 
Claire Diana Johnston. 

James Andrew Johnston. 
William Alan Johnstone. 

Eric Llewelyn Jones. 

Kenneth Roland Kidd. 

Peter Norman Knight. 
Margery Ritchie Lane. 

Aldyth Hope Lasbrey. 
Charles Edward Lay. 

Merton Long. 

John Sinclair Lord. 

Craig Newton Ronald Loveys. 
Kathleen Mary Lumb. 

Isabel Margaret McCullough. 
Michael Alexander McDonald. 
John McGlone. 

Kathleen McKee. 

_ Malcolm Brunlees McKerrow. 
David George Garth McLeish. 
Rona Maclean. 

Sheila Malhotra. 

Ann Beatrice Marples. 
Pernard Martin-Smith. 

Edgar James Masters. 
Geoffrey Matthews. 

Oliver Vivian Maxim. 

Helen Menzies. 

Anthony McKinley Middleton. 
Rowland Jones Morgan. 
Krishna Mukerjea. 

Subodh Chandra Mukerji. 
Robert Angus Craig Mulligan. 
Ann Gwendolen Mullins. 
Dowling Donald Munro. 

Jack Nickson. 


Frank Geoffrey Augustine Noon. 


Khin Than Nu. 
Michael Radford Oates. 
Robin Gooch Orr. 
David Hood Paterson. 
John Brian Pearson. 
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John Derek Weston Peck. 


Elizabeth Lilian Madeleine Perkins. 


John Herbert Peters. 

Anne Theresa Amy Phillips. 
Edward Michael Pilkington. 
Victor Donald Pippett. 

Alfred Philip Poole. 

Alan Michael Woodward Porter. 
Leslie Preger. 


Denis Arthur Roche. 

Anne McKay Rodger. 
Robert Bradley Roe. 
Charles Anthony Rogerson. 
Alan Harwood Roscoe. 
Ruth Roseveare. 

Andrew Oldrey Russell. 
Anthony James Salmon. 
Desmond Edward Sharland. 
Frederick Ernest Shaw. 
David Compston Shields. 
Peter Victor Skinner. 

John Stark Skipper. 

Robert George Dennis Small. 
Ian Fairley Smith. 
Margaret Baillie Smith. 
Robert Archibald Smith. 
Stephen Ronald Somers. 
Joan Violet Stavert. 

Mary Kathleen Stedman. 
Angeline Stephen. 

John Leslie Stevens. 

Robert More Stewart. 
Sheila Averina Scott Thompson. 
Victor Ronald Tindall. 
Douglas Troup. 

Arthur Trueman. 

Maureen Anne Tudor. 
Michael Eric Tunstall. 
John Anthony Tutton. 
Christopher Leake Tutty. 
Anthony Unsworth. 
Prudence Valentine. 
Norman Fulton Walker. 
George Scott Wallace. 
Geoffrey Parkin Walsh. 


Thomas Harold Martin Warburton. 


Derek Wardale. 

David Stewart Watson. 
Marjorie Emily Watts. 
Hugh Earnshaw Wells. 
James Anthony Whillis. 
Charles John Whitehead. 
Dorothy June Whitney. 
Eric Wilkes. 

John Curwen Willan. 


Jocelyn Trevor Newcombe Williams. 


Andrew Rowan Wiiliamson. 
Mary Angela Winser. 

Anthony John Winterton. 
Elaine Wong. 

Enid Myra Wozencroft. 
Norman Lesley Wright. 

Leslie William McKay Yelland. 


Neville Widdrington Hilton Young. 
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Keki Dinshaw Printer. 
John George Pritchard. 
Patrick Quinn. 
Anne Elizabeth Robinson. 


REPORTS OF SOCIETIES 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 


June 1955 


A Meeting of the North of England Obstetrical and 
Gynaecological Society was held in the Royal Victoria 
Infirmary, Newcastle-upon-Tyne, on Friday, 3rd June, 
1955. The President, Mr. H. J. Malkin, was in the Chair. 


Dr. J. M. King read a case record of 
AN ARRHENOBLASTOMA OF THE OVARY 


Dr. King recalled that since 1945 5 cases of arrheno- 
blastoma of the ovary had been reported to the Society. 
Brentnall (1945) had described a case of arrhenoblastoma 
associated with pregnancy, Hunter (1945) recorded a 
fatal case, the tumour almost certainly being malignant, 
and Bride (1945) a case of a so-called immature type in 
which menorrhagia and hirsutes were presenting symp- 
toms. In 1951 Paine described 2 cases of testicular tubular 
adenoma of the ovary and discussed the morphology and 
histology of functioning ovarian tumours. 

Dr. King’s patient was a woman of 28 years, married 
for 2} years, who attended the hospital complaining of 
intermittent attacks of right-sided lower abdominal pain. 
The menarche occurred at 12 years, and periods con- 
tinued until she was 16, when her weight increased to 114 
stones. She joined the A.T.S., and treatment with 
gonadotrophin and subsequently stilboestrol produced 
withdrawal bleeding. When she was 19 downy hair on 
the face was first noticed. 

In the next 3 years several courses of stilboestrol were 
prescribed; facial hair growth and excessive hair on legs 
and abdomen continued. The breasts became flatter and 
occasional deepening of the voice was detected. After 
marriage in 1951, she thought she was pregnant, and in 
November that year, after a scanty period, she was 
admitted to a hospital in the south of England as a case 
of threatened abortion. She continued to attend the ante- 
natal clinic, but was readmitted in March, 1952 with 
abdominal pain. A swelling arising from the pelvis was 
considered to be a 14-weeks cyesis. The Hogben test 
returned negative after leaving hospital and the patient 
did not attend again. 

In the following 18 months the facial hair was con- 
trolled with daily removal and electrolysis. Libido was 
normal and there was no dyspareunia. 

On examination in January, 1954 there was extensive 
hirsutism of the face, chest, abdomen and legs. Abdom- 
inal examination revealed a semicystic tumour rising 
from the pelvis to within a finger’s breadth of the 
xiphisternum. The breasts were flattened and on vaginal 
examination the clitoris was hypertrophied, and the 
uterus felt normal in size lying below the lower pole of the 


abdominal mass, which was almost certainly ovarian in 
origin. X-ray of the pituitary fossa revealed no abnor- 
mality, and the urinary ketosteroid excretion was 59 mg. 
in 24 hours. 

In the few days in hospital prior to operation peculiar 
behaviour was observed suggestive of early schizo- 
phrenia. At operation the right ovary was found to be 
the seat of a huge semicystic tumour, and this was 
removed. There was some free fluid and the uterus was 
arcuate in shape but otherwise normal. 

Recovery was uneventful, the ketosteroid excretion 
being 44 mg. in 24 hours 1 day after operation and, on 
the 7th day, 29 mg. Menstruation began in April, 1954, 
6 weeks after operation, and periods have continued 
regularly lasting 4 days every 28 days. Breast develop- 
ment has improved and the clitoris decreased in size. In 
April, 1955 Dr. King found that the hairs were much 
finer and softer and required only occasional removal, 
and her ketosteroids were 12:1 mg. in 24 hours. The 
patient refused psychiatric treatment. 

Dr. R. Schade reported on the specimen: the outer 
surface of the tumour was smooth and on section it 
showed multiple locules up to 14 cm. in diameter con- 
taining sanguinolent fluid. Histological examination 
showed varying appearances. In some sections imperfect 
tubule formation was.seen. The tubules were not unlike 
testicular tubules; other areas showed poorly differenti- 
ated strands of cells within a fibrous stroma, while in 
further sections sex-cord-like strands of cells were seen. 
No interstitial cells could be demonstrated. Lipoid 
containing cells were scanty. 
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Dr. J. S. Leverton read a case record of 
AN ARRHENOBLASTOMA OF THE OVARY 


Dr. Leverton’s patient was a 27-year old nullipara. 
She was first seen in June, 1953 with a history of increased 
frequency of menstruation for 7 months, the loss being 
scantier, loss of weight and diminution of breasts, and 
the appearance of facial hair and acne. Prior to this 
menstruation had been normal. 

Mr. Leverton found well-marked hirsutism on the face 
and neck, and a male distribution of abdominal hair. The 
clitoris was hypertrophied, and on bimanual examination 
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a smooth cystic tumour of the left appendage, about 3 
inches in diameter, was felt lying freely in the pouch of 
Douglas. 17-ketosteroids were estimated at 31-4 mg. in 
24 hours, and the diagnosis of arrhenoblastoma of the 
ovary was made prior to operation. 

Laparotomy, carried out on 2nd July, 1950, showed the 
pelvic contents to be normal except for the tumour of the 
left ovary, and this was removed. Convalescence was 
interrupted by an attack of glandular fever. Since 
operation, the patient has attended regularly. Menstru- 
ation occurred in late August, 1953 and remained 
normal and regular until her marriage in January, 1954. 
After three normal periods, the patient became pregnant 
but aborted at 16 weeks. Six months after the operation 
retrogressive changes in her masculinization were already 
apparent, with considerable disappearance of the facial 
hair. 

17-ketosteroids estimated immediately after operation 
were 4-7 mg. in 24 hours, 5 months later 10-7 mg. in 24 
hours, and, a year after operation, 8-8 mg. in 24 hours. 

Section of the tumour showed groups of pale-staining 
cells arranged in acini, set among dark-staining cells. 
The nuclei of the pale cells were vesicular and placed 
centrally or at the base. The acini were surrounded by a 
fine connective tissue membrane. The cytoplasm of the 
dark-staining cells was scanty, and rather basophilic and 
the appearances closely resembled those of the testis of a 
newborn infant. No clearly defined Leydig cells could be 
recognized, but they may have been present in other areas 
of the tumour. The presence of well defined acini mixed 
with unorganized darker cells puts this tumour in Meyer’s 
intermediate group of arrhenoblastomas. 


Discussion 

The President stated that Mr. F. E. Stabler had had 
another case of arrhenoblastoma which he wished to 
report to the Society. Professor Harvey Evers was called 
upon to read the report of Mr. Stabler’s case on his 
behalf. 


Mr. STABLER’s CASE OF ARRHENOBLASTOMA 


In 1949 she had a full-time normal delivery. The baby, 
a male, weighed 6} pounds, and there were no post- 
partum complications. She was first seen in October, 
1953, when she stated that, since her baby was born, her 
periods had been irregular, approximately every 3 
months. The loss was scanty and since February, 1953 
she had had complete amenorrhoea. All her life she had 
been healthy, but recently there had been some loss of 
weight and her breasts were smaller. 

Examination revealed definite atrophy of the breasts, 
but no other signs suggestive of virilism. On examination 
under anaesthesia, a hard tumour of the right ovary the 
size of a golf ball was found. No endometrial curettings 
were obtained. Ketosteroids were estimated at 4-5 mg. 
per 24 hours. 

Laparotomy was considered justifiable and a hard, 
non-cystic tumour of the right ovary was removed. There 
was no other pelvic abnormality, and the histological 
report confirmed the presence of an arrhenoblastoma. 
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Following operation the patient had three periods, and 
in January, 1954 she was found to be pregnant. She was 
delivered at the end of May of a female infant weighing 
4 pounds 13 ounces. Progress was satisfactory except for 
excessive engorgement of the breasts for which small 
doses of stilboestrol were necessary. She was discharged 
home on the 9th day, the infant being fully breast fed 
and weighing 5 pounds 1 ounce. 

Dr. Ian Rannie stated that he had examined a tumour 
which was 2 inches in diameter and bright yellow in 
colour. Apart from a small area which resembled a 
thecoma rather than an arrhenoblastoma the tumour was 
solid and showed in some areas darkly staining cells like 
acini. There were no Leydig or pale cells and the thecoma 
appearance was seen especially in the interstitial cells. 
He thought that if suitable specimens could be obtained 
it might be worth while examining chromatin from the 
darkly staining cell areas to see if their characteristics 
were of the genetically male or female type. 

The President stated that this was an uncommon 
tumour and he was interested in the length of the history 
in the first case. He wondered if the pain might have been 
due to torsion. There was still some difference of opinion 
regarding the degree of malignancy of these tumours. 

Mr. L. Patrick stated that in the Jessop Hospital in . 
Sheffield there had been 5 cases in the last 10 years. Four 
of these had complained of abdominal swelling, and 2 of 
the 4 had had abdominal pain. One patient had died 
within a few days from malignant dissemination, another 
patient, who had had a large tumour, was mentally 
defective and the other 3, who had all had tumours about 
the size of an orange, were well. Only the patients with 
the small tumours had had virilizing signs and, in view of 
the degree of the change, it might be more accurate to 
describe these as defeminizing. On looking through the 
records in the Jessop Hospital of 367 cases of ovarian 
neoplasm he had found 3 cases of arrhenoblastoma, 
making an incidence of 1 in 120 cases. 

Dr. C. B. Rickards referred to a case of the late Dr. 
Brentnall in which a hirsute and miserable patient with a 
rapidly growing abdominal tumour had complained of 
movements and thought herself to be pregnant. After 
some time the tumour, which was largely cystic, was 
removed by abdominal section and a _pseudo- 
hermaphrodite was delivered from the uterus. Much of 
her hair was cast on the 2nd or 3rd day after the operation 
although marked acne and a gruff voice persisted. She 
was fit and well about a year after the operation. 

Dr. King thought that in his case the pain was due to 
extreme vascularity of the tumour and possibly to the 
presence of omental adhesions. With regard to the malig- 
nancy of such tumours he recalled that fatal results had 
been reported 5 years or more after the operation for 
removal of an arrhenoblastoma. 


Dr. R. Newton read a record of a case of 


PeLvic ACTINOMYCOSIS 


Dr. Newton reported his case to the Society because of 
the rarity of the condition (according to Paalman, 
Dockerty and Mussell in 1949 only 109 cases had been 
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recorded) and because of the complete change in prog- 
nosis. Dr. C. H. Walsh, the Treasurer, had reported a 
similar case in 1934, and in his last paragraph he said 
“abdominal actinomycosis has a grave prognosis and 
usually ends in death from cachexia and secondary 
anaemia, with the formation of multiple sinuses. Blood 
transfusion and the giving of iodine has obviously helped 
this patient but time alone will show whether improve- 
ment can be maintained.” 

Dr. Newton’s patient, who was 49 years old, was first 
seen by Professor Boyd with a complaint of intermittent 
pain in the right iliac fossa for 2 years. A mass was found 
on the right side of the pelvis. She had been seen in 1949 
because of epimenorrhagia, lassitude and anaemia, and 
at that time examination showed a fixed retroversion and 
cervical polypus. Following curettage and removal of the 
polypus her periods had gradually diminished and ceased. 
Apart from pain her only other complaint was vomiting 
after fatty food. The patient’s general appearance 
suggested slight jaundice. 

On examination a mass was found in the right iliac 
fossa, probably of tubo-ovarian origin. The uterus con- 
tained fibroids and was retroverted and fixed. An X-ray 
suggested that the mass lay in close relation to the 
caecum, but that intestine was not involved. 

Laparotomy was performed on 7th April, 1954. An 
irregular right-sided tubo-ovarian mass was found 
adherent to the pelvic wall and invading the right para- 
metrium and broad ligament. The upper border of the 
bladder was thickened and adherent almost to the 
fundus of the uterus. The right appendage was mobilized 
with difficulty, and a supravaginal hysterectomy with 
removal of both appendages was performed, but at the 
time it was thought the condition might be malignant 
and some remnants of spread had not been dissected 
away. The immediate recovery frum operation was 
satisfactory. 

The pathological report showed that the right tube 
was bound to a mass. The tube was enlarged, 5 cm. in its 
largest diameter, and ended blindly. The cut surface 
showed a number of small yellow areas in the mucosa, 
and the section of the mass also showed small yellowish 
patches in a fibrous matrix. 

The mass consisted on histological section of plasma 
cells infiltrating muscle. Small abscesses were present 
and in places blue-staining bodies suggestive of clumps of 
actinomyces. The appearance was that of a central 
mycelial mass with peripheral club shaped bodies, the 
whole colony being surrounded by small white cells, 
suggestive of actinomycosis or syphilis. 

The tubal mucosa on the right was thickly infiltrated 
with plasma cells, and the left tube showed plasma cell 
infiltration to a lesser extent. 

Later the diagnosis of actinomycosis was confirmed 
and treatment with potassium iodide and penicillin was 
started. 

The patient was seen 5 weeks after operation when she 
was very well, and no abnormality could be felt. However, 
3 weeks later there were 2 palpable masses, one attached 
to the left iliac bone posterior and medial to the anterior 
superior iliac spine and another smaller mass attached 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


to the vaginal vault near the left fornix. A Wassermann 
test was strongly positive, and a month’s course of 
aureomycin was started. When seen in August the mass 
in the vault of the vagina had disappeared and the 
abdominal mass was a quarter of its original size, and by 
September it had disappeared. The patient gained weight 
and was then attending the V.D. Clinic. 

Dr. Newton considered this patient to be suffering 
from two diseases, and though the nature of the secondary 
masses was in doubt, aureomycin deals with both diseases. 
Actinomycosis in this country is nearly always due to 
Actinomyces bovis, which is a thermo-labile, Gram- 
positive, non-acid fast anaerobic fungus responsible in 
cows for “lumpy jaw”. The pelvis may be involved by 
direct spread from intestine or vagina, or by the blood 
stream. 

Walsh (1934) considered the prognosis poor, and 
Connell (1934) collected 71 cases of which 45 died, 8 
improved and 11 were cured. In 1949 Paalman, Dockerty 
and Mussey reported 8 cases; 3 cured, 3 improved and 
2 died. They regarded the prognosis as serious and 
advised surgery, X-ray, potassium iodide as well as 
sulphonamides and penicillin. 

In 1954 Seligman reported on the use of aureomycin 
in actinomycosis. The sensitivity of actinomyces to 
aureomycin in vitro had already been shown (Hager 
et al., 1949; Strauss et al., 1951; Garrod, 1952) and 
Seligman (1954) collected 8 successfully treated cases 
from the literature, Treatment must be adequate or a 
relapse may occur. Hancock (1955) suggested the use of 
Hydroxystilbamadine for a case in which penicillin and 
iodide failed to effect improvement. Two courses of 10 
daily injections of 225 mg. cured the condition com- 


pletely. 
REFERENCES 

Connell, V. (1934): Amer. J. Path., 10, 519. 

Garrod, L. P. (1952): Brit. med. J., 1, 1263. 

Hager, H. F., Migliaccio, A. V., and Young, R. M. 
(1949): New Engl. J. Med., 2A1, 226. 

Hancock, B. (1955): Lancet, 1, 1123. 

Paalman, R. 5., Dockerty, M. B., and Mussell, R. T. 
(1949): Amer. J. Obstet. Gynec., 58, 419. 

Seligman, S. A. (1954): Brit. med. J., 1, 1421. 

Strauss, R. E., Kligman, A. M., and Pillsbury, D. M. 
(1951): Amer. Rev. Tuberc., 63, 441. 

Walsh, C. H. (1934): Trans. N. Engl. obstet. gynaec. Soc., 
88. 


Discussion 

The President drew attention to the change in the 
prognosis in this rare condition since the introduction 
of the antibiotic drugs. Prior to the introduction of anti- 
biotics the disease was looked upon as incurable and 
often fatal. With Mr. Cochrane he had seen such a case 
some years ago in which the patient had lived for about 
3 months only. He thought the outlook would have been 
very different if the modern antibiotic drugs had been 
available at that time. 

Mr. Charles Walsh also referred to the rarity of this 
condition and reported a case in which a patient 26 
years of age, who had had a previous pregnancy, com- 
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plained of abdominal pain, dysmenorrhoea, inter- 
menstrual discharge, loss of weight and loss of appetite. 
On examination she was found to have a mass about the 
size of a grapefruit in the right side. A fixed tubo- 
ovarian abscess was removed and an ilio-colostomy was 
performed. There was a considerable degree of post- 
operative wasting. Iodine was given in milk and the 
patient, in spite of the development of sinuses which 
persisted for some time, made a slow recovery and was 
still alive. In 1948 on searching the literature he found 
that Sterne could only collect 43 cases of this condition. 
In most cases the disease was secondary to a gut infection 
and deep X-ray treatment was given to one patient with 
actinomycosis of the appendix and produced amenor- 
rhoea. Five years later the patient became pregnant and 
had a normal labour with a normal child. 

Dr. Newton, summing up, said that no case had been 
reported to the Society between the years 1914 and 1934 
and since then only 2 cases had been reported. He could 
not understand why the product of one fungus should 
kill another: fungus. Why should aureomyces kill 
actinomyces ? 


Professor Lance Townsend of Melbourne, Australia, 
read a paper on 


Some ASPECTS OF THE Use OF HyYPOTENSIVE DRUGS IN 
PREGNANCY 


Professor Townsend referred particularly to his experi- 
ence in Melbourne and suggested that there were two 
possible indications for the use of hypotensive drugs 
during pregnancy; firstly, patients with essential hyper- 
tension, and secondly, patients with some types of pre- 
eclampsia. 

In most centres, the routine treatment during preg- 
nancy of essential hypertension was to rest the patient 
as much as possible and hope that the pregnancy would 
be a successful one. In many instances the pregnancy was 
terminated. F. J. Browne had stated that the foetal 
salvage rate was about 30 per cent only when the systolic 
blood pressure at the beginning of the pregnancy was 
over 160 mm. of mercury. 

Professor Townsend thought the prognosis depended 
largely upon the height of the blood pressure in early 
pregnancy, the amount the blood pressure fell during 
the second trimester, and the desire of the patient to have 
a child. The young primigravida with malignant hyper- 
tension and the elderly primigravida were usually anxious 
to have a child, whereas the multigravida was less 
anxious. In the selection of patients for use of hypo- 
tensive drugs the patient of choice was a co-operative 
one, in whom the systolic blood pressure remained over 
160 mm. after a week’s rest in hospital. In the grande 
multipara, unless the patient was anxious to have a child, 
termination of pregnancy and sterilization was the usual 
line of treatment. 

In general, he recommended the following routine: 
at the time of the first visit, which should be as soon as 
possible after the first missed menstrual period, if the 
systolic blood pressure was over 160 mm., he would 
admit the patient to hospital and keep her at rest for one 
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week on a low salt, high protein, low calorie diet. If, 
after one week, the systolic blood pressure was still over 
160 mm., he would use hypotensive drugs. The drugs 
used were Serpasil and Ansolysin or Hexamethonium 
Bromide. He aimed to bring down the blood pressure to 
150 mm. systolic with the patient in bed, then to get the 
patient out of bed and home and keep the blood pressure 
at that level. The drugs were given orally, the amounts 
varied, and they were given 4 times a day. The patient 
returned for reassessment every fortnight and appro- 
priate adjustments in the dosages were made. While 
under this regime the patient might possibly have certain 
side effects from the drugs, such as giddiness, abdominal 
distension and constipation. This was not common. Up 
to the 28th week of pregnancy it was usually possible to 
keep the blood pressure at a satisfactory level with oral 
hypotensives. By the 28th week the blood pressure tended 
to rise despite treatment. When this occurred the patient 
was brought into hospital. Oral hypotensives were given 
as long as possible but, when necessary, hexamethonium 
bromide 20-40 mg. was given 4- to 6-hourly by intra- 
muscular injection to maintain the blood pressure at 
150 mm. or below. This regime was continued until the 
37th week unless albuminuria appeared. 

Pregnancy was terminated at the 37th week or earlier 

if, due to pre-eclampsia, albuminuria more than a trace 
was present on two successive days, or if the baby failed 
to grow. The method of termination depended upon 
several factors. If there was no albuminuria when the 
pregnancy reached 37 weeks, in multigravidae and in 
primigravidae with an engaged foetal head, the mem- 
branes were ruptured; in primigravidae with an un- 
engaged head a Caesarean section was performed. If 
albuminuria was present the membranes were ruptured 
in all patients. If the foetus was not growing, it was 
delivered by Caesarean section in all patients. The 
general effect of giving hypotensive drugs was to reduce 
the systolic’ more than the diastolic blood pressure. The 
reduction in the blood pressure improved the placental 
circulation, delayed the onset of toxaemia and reduced 
the liability to cerebral haemorrhage and accidental 
haemorrhage. 
In a series of 36 patients with the blood pressure over 
160 mm. after rest in bed at the onset of pregnancy, 32 
healthy babies were born; 12 of these patients had a 
blood pressure at rest of over 200 mm. and from these 
10 healthy babies were born. He had found that after 
prolonged administration of hexamethonium no babies 
had died from atonia of the large or small bowel, although 
the babies did not suck well during the first week of life. 
There had only been 4 stillborn babies in the series and 
he thought this line of treatment was well worth trying. 

In the group of patients suffering from pre-eclampsia 
the short term use of hypotensive drugs was of some 
value. He advised sedation, rest, diet and mild diuretics. 
He terminated the pregnancy if albuminuria was per- 
sistent. The indications for the use of hypotensive drugs 
in pre-eclamptic patients were: a patient with pre- 
eclampsia not in labour, in whom the albuminuria has 
diappeared with conservative treatment, although there 
was some residual hypertension; those in whom the pre- 
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eclampsia became worse despite treatment; those who 
developed eclampsia; those suffering from essential 
hypertension with superadded toxaemia, and the pre- 
eclamptic patient with the blood pressure rising after 
delivery. 

He proposed to discuss only the patient who had 
severe pre-eclampsia and whose condition was deterior- 
ating despite the usual conservative treatment. Nowadays, 
this patient if she was not in labour was usually delivered 
by Caesarean section. The pregnancy often had only 
reached the 30th week. There was an alternative to this 
method—namely, sedatives, hypotensive drugs in large 
doses (usually vegolysin and/or veratrone), and immedi- 
ate rupture of the membranes. The onset of labour was 
awaited with the patient’s systolic blood pressure at 
about 150 mm. Patients not in labour after 24 hours 
were given Pituitrin intravenously, 1 ml. in a litre of 5 per 
cent dextrose solution. The hypotensive drugs were con- 
tinued throughout labour. During 1954 there were 91 
patients in this group; of these 80 were delivered in 24 
hours, 88 in 48 hours, and only 3 had a Caesarean section. 
Patients with severe eclampsia, who were in labour when 
their condition deteriorated, were given similar treatment. 
The advantages of this routine were that, with the blood 
pressure reduced, there was no urgency for delivery of the 
baby thus making a vaginal delivery safe; as well, the 
incidence of eclampsia was reduced. The foetal wastage 
was the same for both methods of delivery. 

In general, the long term use of hypotensive drugs in 
hypertensive patients increased the foetal salvage rate 
and reduced the reed for early termination of pregnancy. 
The short term use of the drugs in severe pre-eclampsia 
reduced the incidence of eclampsia and the need for 
Caesarean section as the method of choice for the 
delivery. 


Discussion 

The President drew attention to the difficulty in 
deciding that the foetus was failing to grow and said that 
rupture of the membranes some time before term did not 
prove universally successful. He wondered if the hypo- 
tensive drugs really played such a part in the improved 


figures. 

Mr. Trevor Johnson stated that, with Dr. F. T. Farmer 
and Mr. C. G. Clayton, he had been studying the myo- 
metrial clearance rates of isotonic saline using an isotope 
technique in the manner reported by Morris, Osborn 
and Payling Wright (1955) from University College 
Hospital. His results were in close agreement with their 
figures for both normal and toxaemic patients but he 
was surprised to find a very significant difference in 
patients under treatment with Apresoline. The University 
College Hospital workers had not published any figures 
for hypotonic drugs but it had been his aim to investigate 
them in this way with a view to deciding the therapeutic 
action of Apresoline. He had injected into the uterine 
wall 1/10 ml. of normal saline labelled with 30 micro- 
curies of Na*™ in cases of intact pregnancy and had 
studied with a suitable geiger counter placed over the site 
of the injection the clearance rate into the surrounding 
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myometrium. The full results had been obtained in 34 
patients studied to date. His preliminary conclusions 
were that pre-eclamptic patients under treatment with 
Apresoline displayed a significantly faster clearance rate 
of normal saline injected into the myometrium which may 
directly or indirectly be attributed to the vasodilatation 
in the capillary bed produced by Apresoline. 

Mr. Shepherd asked if Professor Townsend had used 
hypotensives in cases of chronic nephritis. 

Professor Jeffcoate thanked Professor Townsend for 
his lucid description of the subject and for reporting his 
work without prejudice. He asked if it was his practice 
to use hypotensives in patients without toxaemia, and 
why there was the difference in outlook regarding 
rupture of the membranes in the toxaemic cases and those 
in which the foetus was not growing. Did he consider that 
Caesarean section was primarily in the interest of the 
baby in view of the possibility of such factors as the long 
cervix, or in Melbourne was the mother the chief con- 
cern? How did he make the decision regarding the 
management of the case? Was the risk increased by the 
Caesarean section or rupture of the membranes? 

In replying Professor Townsend stated that the secret 
of his success in surgical induction was that, if after 24 
hours following rupture of the membranes the patient 
was not in labour, he gave Infundin by injection and 
followed this by a Pituitrin drip when necessary, using 
1 ml. in a litre of glucose solution. He had used this 
method many times for induction without trouble. He 
did not think that the hypotensive drugs affected uterine 
contractions either way. Morris and others, referring to 
the risks of neonatal death following the use of hypo- 
tensive drugs, seemed to have used a high dosage in pre- 
eclamptic patients for long periods. He was interested to 
hear Mr. Johnson’s views regarding the improved 
placental circulation associated with hypotensives. There 
were no cases of chronic nephritis in his series; the con- 
dition was rare in Australia and he had had a very small 
experience of its management. 

With regard to the policy of rupturing the membranes 
in some cases and not in others he thought the toxaemic 
patients came into labour more readily and therefore 
were more suitable for surgical induction. His view was 
that the object of treatment in patients with hyper- 
tension was to get live babies, especially in the group 
when the babies were not growing. He thought that the 
size of the baby could be assessed by repeated examina- 
tions of the uterus; and when the mother was losing 
weight it was often indicative of failure of the child to 
grow. In cases of severe pre-eclampsia the figures of 
foetal loss for vaginal delivery were as good as those for 
Caesarean section in similar circumstances. He was also 
interested in the next pregnancy ; he thought that the use 
of hypotensive drugs in pre-eclampsia might make a 
significant contribution to the success of future preg- 
nancies, by reducing the incidence of Caesarean section. 
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BOOK REVIEWS 


“Maternal Emotions.” By Nites Newton, Ph.D., 
Research Associate in Obstetrics, University of 
Pennsylvania Medical School, U.S.A. Pp. xi+140. 
Paul B. Hoeber Inc., New York, 1955. Price 3 dollars. 

THIs monograph in the Psychosomatic Medicine series 
is an elaboration of the Ph.D. thesis of a psychologist, 
and is designed for those “interested in helping women 
to have better health and more satisfying lives’. The 
book combines a review of the relevant literature in 
many medical and related fields with the author’s find- 
ings in a planned enquiry into the feelings of normal 
healthy women, towards menstruation, pregnancy, 
childbirth, breast-feeding, baby care and other aspects 
of their femininity. The author emphasizes that women’s 
sexual emotions are concerned with more aspects of their 
lives than their relations with the opposite sex. She 
therefore criticizes the Kinsey Report for singling out 
the orgastic and coital aspects as if they were the only 
important features, and unrelated to other phases of 
woman’s sexual role. However, she is not surprised that 
men should concentrate on those parts of women’s 
sexual behaviour which are similar to what men experi- 
ence, for she feels strongly that there is a tendency to 
belittle women’s emotions towards their unique bio- 
logical functions, and to disparage women’s cultural 
abilities and achievements. She is to con- 
clude that modern society (at least in the U.S.A.) has 
greatly reduced woman’s responsibilities inside the 
home and discriminates against her activities outside 
the home. From this attitude problems have arisen 
which should concern physicians and others who have 
close dealings with women. 

This small book probably offers little new to the 
thinking gynaecologist in Britain, for he is aware of the 
tremendous importance of emotional factors in women 
coming under his care. But it may serve as a warning 
against a mechanistic approach, especially in obstetrics, 
with its inherent dangers to individual and community. 
Dr. Niles has much constructive advice to offer in this 
sphere, but surprisingly does not mention the psycho- 
logical and other advantages of home delivery over 
confinement in hospital. 


‘‘The Management of Obstetric Difficulties.” By PAUL 
Titus. 5th edition, revised by J. RopeRT WILLSON, 
M.D., M.S., Professor of Obstetrics and Gyne- 
cology, Temple University, Philadelphia, U.S.A. 
Pp. 737, with 349 illustrations. Henry Kimpton, 
London, 1955. Price 92s. 6d. 

THE appearance of the new edition of this book raises a 

point of interest and principle, namely, whether the name 

of the original author should remain attached to a book 
revised—in this case almost completely rewritten—by 
someone else. Many would think not, and indeed Dr. 


Willson, in his preface, states that a volume of this type 
must represent a personal philosophy of obstetrics and an 
individual approach. Moreover, whereas Titus indicated 
that it was not his purpose to write a conventional text- 
book, Dr. Willson has enlarged the scope of the work as 
part of a plan to make this edition a textbook of practical 
obstetrics for clinical clerks and recent graduates. He has 
therefore added chapters on normal pregnancy, labour 
and puerperium; yet the management of normal labour 
is confined to less than two pages, and the actual conduct 
of a normal delivery is omitted. 

The present text provides a straightforward account of 
the subject, with the advised procedures largely repre- 
sentative of the practice of Temple University Hospital. 
The reader for whom this edition is designed might wish 
for a little more dogmatism in the recommending of a set 
course of action in face of a particular difficulty. He 
might also consider that the account of X-ray pelvi- 
metry is overloaded with technical detail. The illustra- 
tions, and especially the reproductions of radiographs, 
are generally good, but might benefit from a little 
pruning. And although included in Titus’s original 
version, the section on infertility and its management 
seems redundant in this context. Against all this, the 
teaching is sound and up-to-date. The newer antibiotics 
are mentioned, and afibrinogenaemia, hyaline membrane 
and retrolental fibroplasia are all discussed. The chapter 
on analgesia and anaesthesia is good, and the final section 
on the newborn infant is admirably written. There is also 
a useful chapter on special examinations and procedures, 
including transfusions. 

This new version of Titus’s book will probably main- 
tain the popularity of its predecessors in the U.S.A., but 
it is unlikely to supplant any of the textbooks in common 
use in Britain. 


“Textbook of Gynaecology.” By J. H. Peet, M.A., B.M., 
B.Ch., F.R.C.S., F.R.C.0.G. Fourth Edition. 
Pp. xv+490. Illustrations 206. William Heinemann, 
Ltd., London, 1955. Price 27s. 6d. 
OsviousLy destined to remain in the forefront of its 
particular field, this scholarly volume brings a sound 
scientific approach to what is often regarded as a difficult 
subject and it is written in such a way as to maintain a 
firm hold on the reader’s interest throughout. The only 
criticism in presentation is that the rather small print 
makes prolonged reading tedious, but the effort is well 
rewarded by the large measure of carefully reasoned 
knowledge which the text contains. 

No major rearrangement was necessary for this fourth 
edition, but the author has incorporated the best of 
recent views in a thorough revision of the whole work. 
So full is its merit that only careful reading from cover to 
cover will suffice to prove its worth. 


967 


all 
1 4 
ions 
with 
rate 
may 
tion 
_| 
ere 
er- 
|| 


968 


It is an outstanding book for the undergraduate and 
can also be thoroughly recommended to the post- 
graduate as a firm foundation on which to base study for 
a higher qualification in gynaecology. 


“Midwifery.” By Ten Teachers under the direction of 
Freperick W. Rogues, C.B.E., M.D., M.Chir., 
F.R.C.S., F.R.C.0.G. Ninth Edition. Pp. viii+607. 
Illustrations 249. Edward Arnold & Co., London, 
1955. Price 32s. 6d. 

AFTer thirty-eight years of faithful service to generations 

of medical students throughout the British Isles, 

“Ten Teachers”, now in its ninth edition, requires 

little introduction. Long accepted as a leading text in 

obstetrics, it is written for the medical student and 
young practitioner as the collective view of ten con- 
tributors actively engaged in teaching obstetrics in the 
medical schools of London hospitals. They have the 
added merit of wide experience as examiners to various 
examining bodies throughout the country. Unlike the 
ten little nigger boys, however, this list of ten con- 
tributors has at least increased to eleven by the enlistment 
of a paediatrician, Dr. Edward W. Hart. This is a timely 
and well justified innovation for it is now universally 
recognized that neonatal paediatrics is a worthy speciality 
in its own right although inevitably inseparable from 
obstetrics. Four other new contributors are Mr. Stanley 

Clayton, Mr. Calvert Gwillim, Mr. Thomas Lewis and 

Mr. Briant Evans who fill the vacancies caused by the 

retirement of Mr. Clifford White, Sir William Gilliatt, 

Mr. Frank Cook and Mr. Arthur Bell. 

In this edition more scope has been given by the editors 
to the individual literary propensities of the various con- 
tributors and their confidence is rewarded by a uniformly 
high standard, with the newly re-written chapter on the 
toxaemias of pregnancy and Dr. Hart’s three chapter 
contribution on the newborn deserving of special men- 
tion. Collective authorship in this instance serves to 
provide a sensible cross section of modern midwifery in 
a lucid logical style. There is little to criticize in the 
written text and even controversial topics are treated 
adequately by carefully balanced reasoning. 

Although the written text is beyond reproach the same 
cannot be said with such confidence for the illustrations. 
While sympathetic to the editors’ sen:iments in retaining 
outdated diagrams, if only for their artistic quality, one 
must always remember that “seeing is believing”. Over- 
emphasis on largely outmoded operations such as 
bipolar podalic version, craniotomy, cranioclasm, 
cleidotomy and evisceration is unwarranted. On page 479 
there is a paradox, in that Wrigley’s forceps are advocated 
for delivery of the foetal head at Caesarean section yet 
the criticized Willett’s forceps retain pride of place in the 
accompanying illustration; this despite the fact that Mr. 
Wrigley is himself a contributor. These, however, are 
insignificant points compared to the overall excellence 
of the reproductions and minor pruning will ensure 
perfection. 

The popularity of earlier editions is the highest possible 
recommendation and the present edition is in every way a 
worthy successor. 
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“A Textbook of Midwifery.” By R. W. JoHNsTONE, 
Professor-Emeritus of Obstetrics and Gynaecology, 
University of Edinburgh, and R. J. KELzar, 
Professor of Obstetrics and Gynaecology, University 
of Edinburgh. 16th edition. Pp. xvi+582, with 295 
illustrations. A. & C. Black, London, 1955. Price 
35s. 

THE successive editions of “Johnstone” provide in them- 
selves an account of the evolution of British obstetrics 
over the past forty years. The most recent revision is 
marked by the re-writing of several sections including 
those on placental function, pre-eclampsia and abnormal 
uterine action, and the new accounts take cognizance of 
the findings of recent research and the developments of 
modern practice. Indeed this book is, as ever, so lucid 
and readable that it is likely to elicit from the student or 
practitioner a demand for the inclusion of still more, 
especially in regard to procedures which he has seen 
frequently employed by his teachers. Thus room might 
be found in the next edition for the technique of pudendal 
block, the place for the prophylactic use of intravenous 
ergometrine, the mystery of hyaline membrane and the 
menace of afibrinogenaemia. The section on postnatal 
examination might be enlarged, and retrolental fibro- 
plasia appear in the index as well as in the text. 

But if there is a little one would change or add, there 
remains so much that has made this textbook the 
favourite of successive generations of medical students. 
The chapter on antenatal supervision and the hygiene of 
pregnancy is still a model not only of advice for the 
patient but also of direction to the doctor on his attitude 
and approach to obstetrics and the pregnant woman. 
The scope of domiciliary midwifery is clearly delineated 
and the details of the preparations for delivery at home 
are appended. The fact that this is the fifth new edition 
within the last ten years is an apt tribute alike to the zeal 
of its authors and the appreciation of its readers. 


“Obstetrics.” By J. P. GREENHILL, M.D. Eleventh 
Edition. Pp. viii+1088, 1,170 illustrations, 144 in 
colour. W. B. Saunders Company, London, 1955. 
Price £4 18s. 

Tus textbook, for so long known as the work of the late 

J. B. de Lee, is now in its third edition in eight years, with 

J. P. Greenhill of Chicago as editor. Although extensively 

re-written with the aid of many experts in various 

branches, the whole work retains a pleasing general 
resemblance to earlier editions. The admirable section 
on ovulation, conception and development of the ovum 
by Bartelmez now includes a revised description of the 
structure and circulation of the mature placenta. In 
describing the drainage of the intervillous space the 
emphasis on the circular sinus of earlier editions has been 
modified and the term marginal sinus is used to describe 
the peripheral portion of the intervillous space. In 
connexion with ante-partum haemorrhage, rupture of the 
marginal sinus is regarded as a plausible explanation for 
many cases of bleeding of unknown origin for which 
expectant management, of proved value to the mother 
and infant in placenta praevia, is equally appropriate. 
It is pleasing to note frequent reference to British work, 
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notably in connexion with eclampsia, where in spite of 
doubt as to the existence of pathognomonic changes, the 
descriptions by Sheehan of post-mortem findings are 
extensively quoted. The chapter on toxaemias of preg- 
nancy opens most usefully with the definition, criteria and 
classification adopted by the American Committee on 
Maternal Welfare, 1952. 

The chapter references are copious and international in 
source; many are recent. The author does less than 
justice to modern womanhood in claiming that labour in 
women athletes is often prolonged and difficult because 
most of them show characteristics of insufficient feminine 
differentiation. To support this surprising opinion the 
author quotes only a German work dated 1913. 

It is interesting and stimulating to read an American 
approach to familiar problems. The style of this book is 
clear and engaging so that on referring to it on any topic 
one is attracted to read further: this quality makes it a 
companionable volume for the bookshelf. 


“Midwifery: A Textbook for Pupil Midwives.” By 
Aveck W. Bourne, F.R.C.S., F.R.C.O.G., and 
Mary Wiuiams, S.R.N., S.C.M., M.T.D. Pp. 
viii+384, with 112 figs. J. & A. Churchill, London, 
1955. Price 20s. 

Mr. ALECK Bourne has conceived the excellent idea of a 

textbook for midwives written jointly by an obstetrician 

and a midwifery tutor. The result is a volume whose 
scope has been planned so that, with complementary 
practical work, it should present all the information 
required for the C.M.B. examinations. This object is 
amply fulfilled, despite an occasional omission, such as 
of the value of X-rays in the diagnosis of pregnancy, or 
the appearance of acetonuria in prolonged labour. The 
teaching is generally sound and orthodox, and is parti- 
cularly strong on the management of the third stage, 
normal and abnormal, and on the supreme importance 
of observing the uterine contractions in labour. Never- 
theless the pupil may find that the practice of her training 
school does not conform with the text in matters such 
as the advice not to restrict fluid intake in toxaemia, and 
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not to resort to Caesarean section in severe cases of this 
condition. But all midwives, qualified and under training, 
as well as many doctors, will appreciate the practical 
chapter on delay in labour. There is also food for thought 
in the prefatory remark that the medical student would 
make a better doctor if he received some elementary 
training in nursing. 

If one might venture a mild general criticism of text- 
books for midwives, and especially of one enjoying the 
advantage of the collaboration of a midwife in its author- 
ship, it is that they might enlarge their scope by laying 
more emphasis on the invaluable educational work a 
midwife can perform. By reason of her intimate contact 
with patients at a time when they are perhaps in a more 
receptive frame of mind, she can do so much to disabuse 
women of common misconceptions, to educate them in 
positive health, and to answer their personal questions, 
such as on the advisability of marital intercourse in 
pregnancy. These are ‘“‘on duty”’ tasks, but off duty the 
midwife is also frequently consulted as an oracle, 
especially on gynaecological matters such as the meno- 
pause. Both doctor and midwife, as well as the general 
public, would benefit if these considerations were borne 
in mind during the training of pupils. 


“Gynaecology: For Senior Students of Nursing.” By 
D.Sc., M.D., F.R.A.C.S., Director- 
General of Health, New Zealand. Pp. 211, with 73 
illus. Peryer, Christchurch, N.Z., 1954. Price 30s. 

Tus book is designed for the senior nursing student or 
graduate to read for herself and find intelligible without 
help from her instructor. Dr. Cairney has such a remark- 
able gift for simple exposition and for clear black and 
white drawings that one feels that the instructor too 
could find no better textbook. Indeed this is an excellent 
work from introduction to index. The first chapters, on 
anatomy and physiology, would make wise reading for 
any intelligent woman; and the book as a whole is ideal 
for the medical student to read either as a pre-clinical 
exercise or on first commencing his gynaecological 
clerking. 


SOCIETY FOR THE STUDY OF FERTILITY 


The Annual Conference of this Society will be held on Thursday and Friday, 
14th and 15th June, 1956. On Thursday it will take place at the Meeting House 
of the Zoological Society of London, Regent’s Park, and on Friday at the National 
Institute for Medical Research, Mill Hill, London. 

Further details of the Conference and Social Functions may be obtained from 
the Honorary Secretary, Mr. H. H. Fouracre Barns, at 31 Weymouth Street, Portland 


Place, London, W.1. 
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197. How Should Contracted Pelves be Classified? The 
Prognostic Value of the Index of the Superior Strait. 
(Comment classer les bassins rétrécis ? Valeur pronostique 
de l’indice du détroit supérieur.) 

By P. MaGnin. Gynéc. Obstét., 54, 76-86. 1955. 6 figs. 
11 refs. 

The author questions whether in the light of facts 
accumulated from radio-pelvimetry, it is not now better 
to abandon the usual classification of the contracted 
pelvis. He also stresses the importance of the work of 
Caldwell and Moloy but also the difficulties which 
accumulate in an attempt to classify every pelvis into one 
of the four morphological groups that these writers 
describe. The author prefers to remain faithful to the 
classical rules and distinguishes amongst the sym- 
metrically abnormal pelves two definite classes with sub- 
groups following a purely logical order: (a) those pelves 
where one of the diameters alone is diminished. These 
include purely flat pelves where the conjugate diameter 
is less than 10} centimetres and transversely contracted 
pelves where the median transverse diameter is less than 
12 centimetres; (6) the second group comprises pelves 


where both the diameters, antero-posterior and median 
transverse, are reduced. This includes generally con- 
tracted pelves, where the diameters are equally reduced 
in proportion, also flattened and generaliy contracted 
pelves, where the reduction of the diameters is pre- 
dominantly that of the antero-posterior, and finally 
transverse and generally contracted pelves, where the 
predominating reduction is in the transverse median 
diameter. 

The prognosis in contracted pelvis must be based on 
the measurements at the level of the superior strait not 
only of the antero-posterior diameter but also of the 
median transverse diameter. It appears that an increase 
in the antero-posterior diameter seems capable of com- 
pensating to some considerable extent for a contracted 
transverse diameter. In this way the writer holds that the 
sum of the true conjugate and the median transverse 
diameter is a truly valuable index of the obstetric value 
of the superior strait. As long as the prognostic value of 
this index can vary with the form of the pelvis, experience 
proves that the chance of disproportion arising is very 
small when it attains 23 centimetres and becomes notably 
marked when it falls below 21 centimetres. 

D. Maxwell 
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198. A Histochemical Study of the Cervix Uteri. 

By J. D. WHEELER and S. DanziGer. Obstet. Gynec., 5, 
739-754. June 1955. 56 refs. 

This specialized article concerns histochemical methods 
for the demonstration in the cervix of alkaline phos- 
phatase, acid phosphatase, non-specific esterase, lipids, 
epithelial mucin, glycogen, and protein-bound sulfhydryl 
and disulfide groups. This was done to establish a basis 
for the investigation of physiological and pathological 
changes in the cervix by histochemical methods. The 
phase of the menstrual cycle in the cervix could not be 
recognized by the authors by these methods. 

J. G. Dumoulin 


199. Further Observations on Living Human Oocytes 
and Ova. 

By L. B. SHetties. Amer. J. Obstet. Gynec., 69, 365- 
371. Feb. 1955. 24 figs. 4 refs. 

From his study of human ova obtained from follicles 
and from the tube the author concludes that denudation 
of the ovum of its cumulus and corona cells occurs in the 
tube by the action of a fibrinolytic enzyme contained in 
the tubal mucosa. It may be that in certain cases of 
sterility without discoverable cause there is a deficiency 
of this enzyme. 

This paper is beautifully illustrated by numerous 
photographs of human ova, including one at the two-cell 
and another at the four-cell stage, and deserves careful 
study. 

[This observation rather discounts the alleged role of 
hyaluronidase in denudation of the ovum, and certainly 
seems to be supported by the fact that men with extreme 
oligospermia are occasionally fertile.) F. J. Browne 


200. Heparin-like Action of Liquor Folliculi. (Sull’ 
azione eparinosimile de liquor folliculi dell’ ovaio 
umano.) 

By G. Veccuietti. Minerva ginec., Torino, 7, 327-343. 
May 31, 1955. 28 figs. 115 refs. 

The chemistry, histology and physiological action of 
the liquor folliculi and fluid from luteal cysts have been 
extensively studied in recent years, and the subject has 
been fruitful in studies, many of which are reviewed here. 
It is thought that the viscosity of liquor folliculi helps to 
prevent undue displacement of the liberated ovum, and 
that its high fructose content nourishes the spermatozoa. 

The present paper records experiments dealing with the 
anticoagulant properties of liquids extracted from ripe 
and microcystic follicles, and from luteal cysts. That 
removed from the two former was found to possess anti- 
coagulant properties with regard to blood similar to 
heparin, together with fibrinogen, prothrombin and other 
factors promoting coagulation; on the other hand, that 
from the luteal cysts acts in a way similar to heparin 
alone. Quantitative results are given, the anticoagulant 
strength of the liquids reaching 320 y of heparin per ml. 

Collateral histological studies showed that there is a 
direct relationship between the heparin content of the 
liquor and the number of mast-cells in the ovarian tissue 
and the chromotropic intensity of the zone. 

W. C. Spackman 
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201. The Nature and Some Hazards of Obstetrics in 
General Practice. 

By K. D. SALZMANN. Brit. med. J., 2, 15-19. July 2, 
1955. 4 refs. 

The author is a practitioner in charge of Dellwood 
General-Practitioner Maternity Unit in Reading. He has 
analyzed the records for 17 years (1935-1951) of a group 
practice. Five partners dealt with most of the abnormal 
cases but altogether eight principals and four assistants 
were involved. During this period, excluding calls solely 
to suture perineal tears, 2,911 confinements were attended, 
2,241 cases being booked and 670 being emergency calls 
from midwives. Since 1948 the ratio of booked cases has 
increased, and is now 50 to 1. Of the booked cases 48-5 
per cent and of the emergencies 71-9 per cent were 
primiparae. In the primipara the confinement was more 
than twice as likely to be abnormal as in the 
multipara. 

The forceps incidence was 17-4 per cent in booked 
primiparae, 3-5 per cent in secundiparae and 2-0 per 
cent in other multiparae. Of 107 secundiparae who had 
been delivered by forceps at their first confinement, only 
7:2 per cent required a forceps again. The indication for 
forceps was analyzed in 575 cases. It varied with parity, 
but was chiefly uterine inertia in primiparae. The author 
has noticed a decline in primiparous forceps deliveries 
since 1948, and feels this is probably due to the increasing 
youth of primiparae. 

The maternal mortality rate for booked cases between 
1935-1953 was 2 in 2,710 cases. One of these occurred 
in 1935 from pneumonia. The other, in 1943, was said 
to be due to obstetric shock, but no details are given. 
Among the 670 emergency calls, there were 5 maternal 
deaths, 3 occurring before 1939. One case was of post- 
partum haemorrhage. Two patients were said to have 
died from pulmonary embolism immediately after 
delivery but had had difficult deliveries of large babies. 
One case was from pulmonary embolism, secondary to 
femoral thrombosis. The last case in 1948, was probably 
due to amniotic fluid embolism. 

The author notes a steady decline in foetal loss 
following forceps delivery in the booked cases. 

The uncorrected foetal loss for booked breech deli- 
veries was 6-9 per cent. The loss for emergency breech 
deliveries was 18-2 per cent. The foetal breech loss was 
much lower in primiparae than in multiparae. The 
uncorrected foetal loss in 1,071 babies born to booked 
primigravidae was twice as great (5-7 per cent) in 
domiciliary cases as in nursing homes (2-5 per 
cent). 

The author feels that a single practitioner will not gain 
sufficient experience in obstetrics, and recommends group 
practice, and provision of maternity beds for general 
practitioners to remedy this. He stresses the risk of 
inadequate antenatal care, especially in omission to take 
frequent blood pressure readings, or to correct anaemia. 
He feels that the benefits of early rising in the puerperium 
outweigh the possible risk of prolapse later. 

Eileen Wilson 
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202. Radioisotopes in Diagnosis and Therapy. (Die 
Radioisotope in Diagnostik und Therapie.) 

By G. Scuupert. Arch. Gyndk., 186, 337-357. May 
1955. 6 tables. 75 refs. 


Isotopes in Obstetrics: 

(a) Iron metabolism in pregnancy. The author used 
labelled iron, Fe** and Fe**, and determined the absorp- 
tion rate of the tagged iron into the haemoglobin mole- 
cule. Women suffering from iron deficiency anaemia 
absorbed the whole iron offered within a few days, 
whereas, non-anaemic control patients showed only a 
minor increase in their erythrocyte activity. Pregnant 
patients with manifest or latent sideropeni2 had values in 
between these figures. The rate and extent of iron 
absorption were proportional to the total iron metabolism. 
However, tests with labelled iron revealed also the iron 
need of individual organs. Twenty-four hours after 
injection of tagged iron, approximately 25 per cent of 
the dose was localized in the cytoplasm of liver cells, but 
only after 3-4 weeks could iron deposits be demonstrated 
in the nuclei of these cells. Experiments with homo- 
genized rat livers showed that most of the iron absorption 
in liver cells took place in the mitochondria. 

(b) Isotopes in circulation and oedema research. By 
injecting radioactive sodium and determining tissue 
clearance with a Geiger counter a definite difference in 
clearance rate in pregnant and non-pregnant women was 
demonstrable, irrespective of the presence or absence of 
visible oedema in pregnant patients. The author inter- 
prets this finding as proof that the increased capillary 
permeability, the lowered colloid osmotic pressure of 
blood and the rise in capillary pressure during normal 
pregnancy predispose to oedema formation. 

(c) Determination of circulating blood volume. The 
circulating blood volume can be accurately estimated by 
the following method. A blood sample mixed with radio- 
active phosphorus is injected intravenously and the loss 
of radioactivity caused by dilution with the circulating 
blood volume is determined. It was found that the 
circulating blood volume shortly before labour was about 
5,000 c.cm. (8-21 per cent of body weight) and about 
3,900 c.cm. (6-25 per cent of body weight) on the Sth 
day of the puerperium. The difference in the circulating 
blood volume before and after delivery averaged 1,000- 
1,200 c.cm. 

(d) Placental permeability. lon exchange through the 
placenta is of great practical interest. Experiments con- 
cerning the exchange of copper ions between mother and 
foetus carried out in 1942 showed that, although the 
placenta does not possess a storage function, it actively 
directs the metabolism regulating ionic movements. 
More recently the exchange of radioactive phosphorus, 
sodium and iron through the placenta has been examined. 
Injection of P** into a maternal vein caused appearance of 
radioactive phosphorus in the foetal blood within a few 
minutes. Placental permeability increased as pregnancy 
progressed. On the whole, permeability seemed depen- 
dent on placental structure. In pre-eclampsia and 
eclampsia a marked decrease in placental permeability 
for test substances was found. It is, however, uncertain 
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whether an exchange of erythrocytes and their inherent 
antigens could take place through the placenta. 


Isotopes in Gynaecology 

(a) Tumour diagnosis with isotopes is, on the whole, 
disappointing. Attempts have been made to find suitable 
substances with selective affinity for carcinomatous tissue 
without success. It appeared in the course of such experi- 
ments that the desoxyribonucleic acid of irradiated 
tumour cells showed a significantly lowered affinity for 
radioactive phosphorus as compared to non-irradiated 
tumour cells. It has been suggested that this phenomenon 
could be used as an indicator of tumour radiosensitivity. 

(b) Isotopes in hormonal research. So far research has 
been limited to animal experiments. Investigations were 
concerned only with organ distribution, storage and 
excretion of hormones; e.g., ingestion of radioactive 
testosterone in rats showed a remarkably quick excretion 
rate of the hormone via the gastro-intestinal tract. No 
storage of steroid hormones in sexual organs could be 
demonstrated, but it was shown in in vitro experiments 
that testicular tissue was capable of testosterone bio- 
synthesis. 

The principle of treatment with radioisotopes is the 
concentration of ray effects on the disease focus without 
damaging the surrounding tissues. This can be achieved 
in two ways, i.e., by selective irradiation and by radium- 
like application of isotopes. The rationale of selective 
irradiation is based on selective storage of individual 
isotopes in certain cells, organs or organ systems, as 
demonstrated by radioactive iodine effects in certain 
diseases of the thyroid. No progress has been made in 
genital cancer therapy since the introduction of this 
method with the exception of the use of I! in struma 
maligna ovarii. 

Radium-like application of isotopes has a greater 
practical value. Use is made of P** and Sr emitting 
B rays, and Mn**, Co”, Zn** and Au” emitting + rays. 
Various methods of application have been described. 
Infiltrative carcinomatous spread of inoperable breast 
cancer, cancer of the vagina and cervical ulcer craters can 
be attacked by application of plastic radiocobalt. 
Cobalt beads provide an economical treatment for 
carcinoma of the body as well as of the cervix uteri. 
Superficial disease in the uterine cavity can be destroyed 
by electronic atmocausis with radiophosphorus. Hollow 
needles carrying radiocobalt can be introduced into pelvic 
organs, but caution is advisable as complications 
(fistulae, necroses, haemorrhages) often follow. Solutions 
containing short-lived radioactive substances can be 
injected into the parametria and seem to be effective. A 
series of 100 women suffering from cervical carcinoma 
were treated in this way with radioactive gold in addition 
to the usual radiotherapy. Final results were considerably 
better than those of a control series of women receiving 
only radiotherapy. Parametrially injected radioactive 
gold is stored in pelvic lymph nodes. Injection of radio- 
active gold or zinc into the peritoneal cavity sometimes 
causes remarkable remissions in cases of peritoneal 
secondaries from ovarian cancers, with — inhibition 
of ascites production. E. Wachtel 
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203. The Value of (Quantitative Human Chorionic 
Estimation by the Frog Test Method in Pathological 
Pregnancies. 


By E. Rasau and L. SZEJNBERG. Gynaecologia, Basel, 
139, 158-164. Mar. 1955. 4 refs. (In English). 

The authors have devised a quantitative method for 
estimation of human chorionic gonadotrophin by the 
Frog Test Method. Male toads, Bufo viridis, weighing 
about 20 g. are used. A specimen of the toad’s urine is 
first examined before injection to ensure that there is no 
spontaneous spermatosuria. One ml. of a standard pre- 
paration of chorionic gonadotrophin is injected into the 
dorsal lymph sac of one animal. One ml. of test urine, 
diluted 1: 2, 1: 4, 1:8, 1: 16, and 1:32 are injected into a 
series of animals. The toads’ urine is examined under the 
microscope 2 hours later. If all the test animals give a 
negative response, | ml. and 2 ml. of urine are injected 
into additional toads. 

Calculation is as follows: Dilution of urine x 1,000= 
frog units/litre. Frog units/litre x equivalent in inter- 
national units=Int. Units/litre. 

The results of tests on 200 specimens of urine from 
women in different stages of pregnancy are described. 
It is found that the sensitivity of the toads undergoes 
seasonal variations. During the summer months, the 
minimal effective dose was 4 International Units, while 
during the remainder of the year 3 International Units 
were sufficient. Spontaneous spermatosuria occurred in 
4 of 1,500 toads used for the tests. The curve in normal 
pregnancy shows a sharp rise initially with a peak of more 
than 64,000 units per litre between the 60th and 110th 
days with a very sharp fall after that. Cases containing 
less than 32,000 I.U. during this time should be regarded 
with suspicion as possible abortions. In a series of 34 
habitual abortion cases, the following results were 
obtained: In 9 cases no abnormality was found in 
chorionic gonadotrophin excretion and pregnancy was 
normal. In 7 cases normal excretion occurred until the 
120th day, followed by a sharp fall to a negative test. 
This fall was found to coincide with foetal death. In 
10 cases the chorionic gonadotrophin content of the 
urine was persistently low and these terminated in foetal 
death and abortion in the early months. Six cases in the 
last group received daily stilboestrol but with no effect 
in raising gonadotrophin excretion. In 8 cases, the 
gonadotrophin excretion remained constantly low, but 
the pregnancy was entirely normal. Stilboestrol 10 to 50 
mg. daily had no effect on excretion. In the case of a 
diabetic pregnancy, consistently low levels of gonado- 
trophins were found; these were not influenced by 
administration of 30 mg. of stilboestrol daily for 20 
weeks. This was unusual as diabetic women generally 
show high excretion of gonadotrophins in pregnancy. 

Titration of chorionic gonadotrophin is of great value 
in cases of suspected foetal death. It is important that no 
conclusion is drawn from a single test, that the test is 
repeated at 5- to 6-day intervals and that the normal trend 
of gonadotrophin excretion at a given period of preg- 
nancy is taken into consideration. Careful correlation 
of laboratory and clinical findings is essential. 

Josephine Barnes 
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204. Maternal Age and Course of the First Pregnancy 
and Labour. (Miitterliches Lebensalter und Verlauf der 
ersten Schwangerschaft und Geburt.) 

By H. GArTNeR and K. KNORR. Gynaecologia, Basel, 
139, 129-145. Mar. 1955. 6 tables. 49 refs. 

The number of women having their first baby over the 
age of 33 has increased since 1900 in the University 
Clinic at Tiibingen from 4-8 per cent to 12-4 per cent 
in 1952. Women over 33 having their first baby are more 
liable to complications of pregnancy such as toxaemia 
and pyelitis. Abnormal labours and operative inter- 
ference are also increased. There is a higher incidence of 
puerperal complications such as pyrexia, endometritis 
and subinvolution. 

It is concluded that the first pregnancy in a mother 
over 33 carries a greater risk to mother and child. The 
“‘danger zone”’ associated with the term “elderly primi- 
gravida” should not be too strictly interpreted. 

Josephine Barnes 


205. Postdate Labor: Effects on Mother and Fetus. 
By I. DaicHMaN and E. M. GoLp. Amer. J. Obstet. 
Gynec., 68, 1129-1135. Oct. 1954. 1 fig. 4 tables. 23 refs. 
This is a report on 123 pregnancies that lasted 295 
days or more as calculated from the date of the last 
menstrual period (whether first or last day is not stated), 
an incidence of 2-6 per cent. Contrary to what is often 
alleged the babies were not heavier than those delivered 
at the usual full time. The foetal and neonatal mortality 
was not any higher, and though there was one ante- 
partum foetal death the authors could not find any 
reason to put it down to postmaturity. They conclude 
that these cases should be managed similarly to preg- 
nancies of normal duration. Postdate labour is not in 
itself an indication for induction of labour. 
F. J. Browne 


206. Vitamin E in Pregnancy. (La vitamine E chez la 
femme au cours de la gestation.) 

By H. Gouneie, A. Francois, C. MARNaAY and M. 
Rosey. Gynéc. Obstét., 54, 334-344. 1955. 4 tables. 
5 figs. 19 refs. 

A study of the variations in the amount of vitamin E 
in pregnancy at different stages and in different months in 
the year led the writers to make the following conclusions: ~ 

(1) The amount of vitamin E progresses precisely with 
the period of gestation. 

(2) There is a lowering in the amount of vitamin E with 
the autumn and end of the year, but a rise in mid-summer. 

(3) There was no significant relationship of vitamin E 
to abortion, premature labour, abnormalities of labour, 
age and parity of the mother, sex and birth weight of the 
children. 


D. Maxwell 


207. Treatment of Hyperemesis Gravidarum. (Sulla 
terapia dell’iperemesi gravidica.) 

By F. Vatte. Minerva ginec., Torino, 7, 56. Apr. 30, 
1955. 

This is a short paper read at a conference in Genoa in 
March, 1954. 
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The exact aetiology of this condition not being known, 
it is not possible to arrange a treatment suitable and 
effective for all cases. Many methods have enjoyed a 
temporary vogue but after further trial have proved 
fallible. 

Markees, Carlstrom, Marziali and others have noted 
an increase in pyruvic acid in the blood in the toxaemia 
of late pregnancy, up to 2 or 3 times the normal. The 
author argues that this is due to a lack of an enzyme 
formed by the aid of vitamin B complex whereby this 
acid does not undergo oxidation. He attributes this 
deficiency, and the consequent excess of pyruvic acid, to 
the disequilibrium of electrolytes in the blood and tissues 
due to the incessant loss of HCl by vomiting. He there- 
fore considered that the administration of co-carboxylase 
already proposed in obstetrics by the above authorities 
and Uglietti might overcome the state of acidosis found 
in hyperemesis gravidarum. 

Fourteen patients who had not benefited by domiciliary 
treatment with accepted remedies (vitamin B,, anti- 
histamines, liver extracts, hormones, insulin and glucose, 
etc.) and were in a serious or grave condition were 
admitted under his care. Each was given 70 mg. of co- 
carboxylase intravenously every 12 hours for 24 hours 
and the same dose every 24 hours for a further 6 to 10 
days. At the commencement of treatment 500 ml. of 
physiological saline was given subcutaneously, and from 
the third day anti-anaemic remedies where necessary, 
but no other form of therapy likely to influence the 
condition. Thirteen of the 14 on the above regime were 
able to start a modest normal diet within 24 to 36 hours 
of the first injection. In the remaining case the patient 
was only slightly improved, but all 14 left hospital in 
good condition in from 15 to 20 days. 

W. C. Spackman 


208. Studies in Toxemia of Pregnancy. 

By H. B. Turner and D. Fair. Obstet. Gynec., 5, 
804-810. June 1955. 17 refs. 

Forty-two patients with toxaemia were studied to 
determine the effects of hydration on urinary sodium and 
potassium excretion. Patients were kept in bed and were 
urged to drink as much water as they wished. They lost 
weight, their oedema decreased, their urinary output 
increased, and it was considered that these effects 
resulted from a decrease in extracellular fluid. 

There was no conclusive evidence of major alteration 
in values for sodium or potassium in plasma or cells nor 
was the plasma volume increased. 

In addition to angiospasm, the authors considered that 
the primary disturbance in toxaemia is water retention 
which apparently is not dependent on abnormal sodium 
ion concentration. 

J. G. Dumoulin 


209. Compartmental Distribution and Shift of Water 
and Electrolytes in Pre-eclampsia. Part II. A Comparison 
of the Effects of Isotonic and Hypertonic Solutions of 
Glucose when Administered Intravenously to Patients with 
Pre-eclampsia. 
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By H. J. Tatum. Amer. J. Obstet. Gynec., 69, 415-424, 
Feb. 1955. 8 figs. 13 refs. 

Because of the clinical observation that in patients with 
severe pre-eclampsia with oliguria the intravenous 
administration of 5 per cent glucose solution in water 
increased the oedema and caused no increase in urinary 
output, it was apparent that the vascular compartment 
had lost, and the extra-vascular compartment had 
increased its capacity to attract and retain water as 
compared with non-pregnant and sormal pregnant 
women. 

The present investigation was an attempt to evaluate 
the effects of 1,000 ml. of 5 per cent and 20 per cent 
solutions of glucose in distilled water when administered 
intravenously to normal pregnant women and to patients 
with pre-eclampsia. Details of the methods used are 
given. The data obtained showed that 5 per cent solutions 
of glucose when administered to normal pregnant women 
produced a net gain of body water (water logging) and of 
body weight. This gain was much greater in patients with 
pre-eclampsia. In contrast to this 20 per cent solutions 
produced a temporary diuresis without any significant 
change in body weight or body water, either in normal 
pregnant women or in those with pre-eclampsia. Neither 
5 nor 20 per cent solution affects sodium excretion or 
retention. The use of 20 per cent solutions is therefore 
recommended for treatment of pre-eclampsia when 
intravenous fluid is indicated. 

F. J. Browne 


210. The Treatment of Eclampsia (Imminent or 
Actual) by Continuous Conduction 

By R. Bryce-SmirH and E. O. Wiiuiams. Lancet, 1, 
1241-1245. June 18, 1955. 9 figs. 13 refs. 

The authors describe 6 cases of severe pre-eclamptic 
toxaemia. Caudal, lumbar extradural and spinal anaes- 
thesia were used after heavy sedation had failed to pro- 
duce a satisfactory reduction of blood pressure. Plastic 
tubing was inserted through either a caudal or a Tuohy 
needle and the free end to which a syringe was left 
attached was either brought over the patient’s shoulder 
and fixed to the chest or placed under a pillow. The 
authors point out that, as the conduction blocks may 
need to be maintained for several days, the risk of 
infection is obvious. The cerebrospinal fluid of one patient 
was infected with Pseudomonas pyocyanea, and the 
“Polythene” tubing broke at the skin margin in another 
patient. Since it was often difficult to control the blood 
pressure with a caudal block, the authors conclude that 
this route is of little value. Lumbar extradural block 
usually provided adequate control of the blood pressure 
for limited periods only. On the other hand spinal block 
provided the most efficient method of controlling the 
blood pressure. By controlling the blood pressure it is 
possible to avoid eclampsia and cerebral symptoms. The 
authors conclude that the use of conduction anaesthesia 
(and hence the avoidance of heavy sedation) offers the 
best chance of survival of the foetus and tends to 
reduce the incidence of respiratory morbidity in the 
mother. 

H. H. Fouracre Barns 
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REVIEW OF CURRENT LITERATURE 
211. A Continuing Follow-up Study of Eclamptic 


Women. 

By L. C. CuesLey and R. A. CosGrove. Obstet. Gynec., 
§, 697-714. May 1955. 11 tables. 23 refs. 

This is the third report on a follow-up study of 
eclamptic women begun in 1932 at the Margaret Hague 
Hospital, Jersey City. During the period 1931-1951, 
there were 300 cases of eclampsia in 296 women (incidence 
0-22 per cent). There were 27 immediate deaths (9 per 
cent) one dying in her second eclamptic attack. Of the 
270 discharged alive, 238 were re-examined in 1952, and 
19 were dead (7-2 per cent). Eleven of the deaths were 
attributed to cardiovascular or renal disease. 

Previously parous eclamptic women have a much 
worse prognosis than do women who have eclampsia in 
the first pregnancy. This poorer prognosis applies to 
residual hypertension, recurrent toxaemia and life 
expectancy. Negro women also have a relatively bad 
prognosis. 

In 335 pregnancies following eclampsia the foetal 
salvage was 81 per cent. The abortion rate was 11-6 per 
cent, or 9-6 per cent if the 7 therapeutic abortions are 
subtracted. 

Recurrence of toxaemia was usually mild and the 
probability of its occurrence could be fairly well judged 
using 6 factors which the authors give. 

The relation between eclampsia and residual hyper- 
tension remains unsettled, and seems to depend on the 
standard of hypertension used. 

J. G. Dumoulin 


212. Rupture of the Uterus Following Accidental 


Haemorrhage. 

By B. G. Picxtss. Brit. med. J., 2, 96-98. July 9, 1955. 
20 refs. 

Rupture of the uterus probably occurs once in 1,500 
to 2,000 hospital confinements. 

Only 2 cases of rupture of the uterus associated with 
accidental haemorrhage have been reported previously. 

The patient, aged 28, had had 4 previous lower seg- 
ment Caesarean sections at about the 36th week of 
pregnancy because of diabetes mellitus. Two of the 
infants had died within a few hours of delivery and the 
patient wished for another living child. In view of the 
facts that each of the previous sections had been under- 
taken in ideal conditions and that each puerperium was 
uneventful, a fifth pregnancy had been allowed. 

During the 34th week of pregnancy the patient was 
admitted to hospital in hypoglycaemic coma, and with a 
concealed and revealed accidental haemorrhage. She was 
given glucose intravenously and then treated by sedation 
and blood transfusion. Her condition had improved 2 
hours later but after about 3 further hours, she became 
restless again and the uterus was found to be larger, 
softer and more tender. Still later, the patient's pulse rate 
had risen to 120 beats a minute and the uterus was then 
found to be firmly contracted at a level just below the 
umbilicus. The abdomen was distended and tender. 
Laparotomy revealed a complete rupture across the 
lower uterine segment. The foetus and placenta lay in the 
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peritoneal cavity together with about a pint of blood. 
Caesarean supravaginal hysterectomy was performed and 
the patient made an uninterrupted recovery. 

The uterus showed extensive infiltration of the uterine 
wall by a blood clot at the fundus in the region of the 
placental site. It was typical of a Couvelaire uterus. 

The author reviews the aetiology and diagnosis of 
rupture of the uterus with special reference to Caesarean 
section scars. 

Rupture of the uterus can be very difficult to appreciate 
and shock per se should never be diagnosed following 
delivery without undertaking an intra-uterine exploration. 

R. W. Grayburn 


213. Accidental Haemorrhage. 

By A. P. Barry, J. 1. C. Feeney and F. J. GEOGHEGAN. 
Brit. med. J., 2, 12-15. July 2, 1955. 30 refs. 

The authors have studied the records of over 3,000 
cases of accidental haemorrhage occurring in the three 
Dublin Hospitals from 1929 to 1953. They feel that three 
complications render accidental haemorrhage one of the 
most serious disasters in obstetrics; (a) progressive and 
occasionally intractable bleeding from a deficiency in the 
clotting power of the blood, (5) renal failure, and (c) 
foetal asphyxia, with a foetal loss of about 50 per cent. 
The authors support Schneider’s theory that the retro- 
placental haematoma in accidental haemorrhage, con- 
taining a very high thromboplastin content, initiates 
coagulation, with resultant fall in blood fibrinogen and 
persistent haemorrhage. They consider the Schneider and 
the Shea tests the best methods to determine plasma 
fibrinogenopenia. 

The authors describe their methods of treatment of 
accidental haemorrhage and state that there has been no 
maternal mortality in 600 consecutive cases in the 
National and Coombe Hospitals treated on these lines. 

Mild cases, with no symptoms apart from slight 
bleeding, are given only bed rest, sedation, and puncture 
of the membranes. Should haemorrhage persist or occur, 
in moderate cases, with some shock and uterine tender- 
ness, the membranes are punctured, transfusion given, 
and labour stimulated by administration of pitocin. 
Clotting time and urinary output are watched 
carefully. 

Severe cases are given morphia and the clotting and 
Schneider tests performed hourly. Large rapid trans- 
fusion is given, and the membranes ruptured early. If 

, pure fibrinogen in doses of 4 to 6 g. or plasma 
solids 72 to 108 g. are given intravenously. If urinary 
secretion does not rapidly return to at least 1 ounce per 
hour, bilateral splanchnic block is performed. Should the 
patient’s condition not improve, the uterus is emptied by 
lower segment Caesarean section. 

The technique of splanchnic block is described in 
detail, and also the Shea method of rapid assay of 
plasma fibrinogen. 

Finally, the authors present the statistics in Dublin 
over the 25-year period; accidental haemorrhage occur- 
red in 1-1 per cent of all hospital deliveries with a case 
mortality of 3-3 per cent. The mortality in the last 5-year 
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Among the 106 maternal deaths 
responsible for one half, 
quarter. 

Eileen Wilson 


214. Rupture of the Marginal Sinus of the Placenta. 

By J. H. Fercuson. Amer. J. Obstet. Gynec., 69, 
995-1004. May 1955. 1 fig. 8 refs. 

The author believes that rupture of the marginal sinus 
of the placenta is the commonest cause of ante-partum 
haemorrhage. In a series of 2,251 women in his Clinic 
there were 33 cases of rupture of the sinus (1 in 68), 6 
cases of placenta praevia, 13 of abruptio placentae, 4 of 
“low lying placenta”, 1 of circumvallate placenta, 13 of 
bleeding due to cervicitis and 30 in which the cause of 
bleeding could not be determined. The bleeding is pain- 
less, slight in amount, and has no injurious influence on 
mother or child. His criterion for diagnosis is the im- 
mediate post-partum exhibition at the margin of the 
placenta of a clot that is continuous with clotted blood 
in the marginal sinus. 

The bleeding is probably due to uterine contractions, 
formation of the lower uterine segment, effacement and 
dilatation. 

F. J. Browne 


215. The Circulation in Pregnancy and Puerperium. 
(Der Kreislauf waihrend Schwangerschaft und Wochen- 
bett.) 

By H. and E. Arch. Gyndk., 185, 
696-712. 1955. 2 tables. 258 refs. 

The physiological changes in the dynamics of the 
circulation have been studied in 72 normal, mainly 
primigravid women of an average age of 25 years. 
Complete analyses, using the method of Wezler and 
Boeger, were carried out 256 times. 

Results: 

(1) Average pulse frequency: 76 beats/min. in the 
first 3 months and a subsequent rise to 86 beats/min. in 
the last trimester. This increase was attributed to a 
decrease of diastole. There was a slow return to normal 
values during the puerperium and the following months. 
No bradycardia was noted. 

(2) The pulse wave rate in the aorta was increased to 
5-7 m./sec. in the beginning of pregnancy, decreasing 
noticeably to 4-8 m./sec. between the 6th and 7th month 
and then continuously rising to the end of term with a 
maximum value of 6-03 m./sec. in the puerperium. 

(3) The systolic blood pressure at rest remained under 
120 mm. Hg with the lowest values.in the 8th month. 
The diastolic pressure reached its minimum between the 
6th and 7th month and showed a tendency to rise in the 
last trimester. The amplitude was greatest in the middle 
of pregnancy. 

(4) Stroke and minute volume reached their highest 
values between the 6th and 7th month. The minute 
volume (6-2 litres) was 41 per cent higher than in the 
non-pregnant woman. Thereafter, there was a continuous 
decrease until termination of pregnancy when normal 
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values were again established. During the puerperium 
there was a further decrease to 3-55 litres/min. 

The authors try to explain these alterations in the 
dynamics of the circulation on the basis of the hormonal 
changes occurring during pregnancy. They postulate an 
increased effect of oxytocin and vasopressin in the 
presence of a disturbed balance between progesterone 
and oestrogen. The increase in progesterone concen- 
tration up to the 7th and 8th month interferes with the 
tonic effect of vasopressin on the blood vessels, leading 
to a decrease in blood pressure and peripheral resistance 
and a compensatory rise of the minute volume. There- 
after there is no further rise in progesterone concen- 
tration, but oestrogens are still increasing, thus dis- 
turbing the ratio between these two hormones. In 
accordance with Knaus’s theory this allows for a greater 
influence of vasopressin on the blood vessels and the 
circulation returns to normal towards the end of preg- 
nancy. The lack of progesterone in the puerperium leads 
to an exaggerated vasopress o effect, i.e., increase of 
peripheral resistance and decrease of minute volume. 

E. Wachtel 


216. Circulatory Manifestations During Pregnancy 
and Nonpregnancy. 
By C. M. Herpert, E. A. BANNER and K. G. WaKiM. 
Amer. J. Obstet. Gynec., 68, 1553-1556. Dec. 1954. 

This paper from the Mayo Clinic records the results of 
a study of the blood flow to the extremities in 25 non- 
gravid and 58 normally pregnant women. From the 12th 
to the 20th week the blood flow to both upper and lower 
extremities was found to be considerably lower in the 
pregnant than in the non-pregnant state. From the 20th 
to the 38th week there was a progressive increase, which 
attained its maximum at 38 weeks, at which time the flow 
was 90 per cent higher in the forearms, and 75 per cent 
higher in the lower extremities than in the women who 
were not pregnant. From the 38th week onward there 
was a gradual decrease in the flow to both upper and 
lower extremities, and this continued after delivery, until 
at the 6th to 8th post-partum week it had returned to 
normal. The increase closely paralleled the augmentation 
in cardiac output, total blood and plasma volume, and 
coincided with the recluctions in the haematocrit, circula- 
tion times, and blood viscosity. In the middle and third 
trimesters the skin vessels became dilated, thereby 
increasing the skin temperatures of both fingers and toes. 

F. J. Browne 


217. Mitral in Relation to Pregnancy. 
By R. P. Grover, D. E. McDowe T. J. E. O Nei 
and O. H. Janton. J. Amer. med. Ass., 158, 895-900. 

— 16, 1955. 11 refs. 
The problem of the ‘Pregnant woman with mitral 


consideration. After a large experience with mitral 
commissurotomy in non-pregnant patients the authors 
report 5 cases where the operation was performed during 
pregnancy and a further 6 cases where pregnancy occurred 
after commissurotomy. All these cases were referred 
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to the Department of Thoracic and Cardiac Surgery 
serving a large group of hospitals in Philadelphia. 

The physiological demands of pregnancy are described 
in relation to the altered cardio-respiratory function 
brought about by mitral stenosis, and difficulties of 
diagnosis are discussed. In view of the excellent results 
obtained in the cases reported (all were greatly improved 
and there were no deaths), 5 criteria are put forward as a 
guide to the management of similar cases: (1) Mitral 
commissurotomy is not advisable during pregnancy 
except in patients in activity Stages 3 and 4; (2) Explora- 
tion of the valve and commissurotomy should be done 
before therapeutic abortion is considered; (3) The 
operation is best done in the first trimester when the 
cardiac load is less; (4) Mitral commissurotomy should 
be carried out with any grade of activity if repeated 
emboli are endangering the life of the mother; (5) In 
patients over 35, or in those with fibrillation, there is an 
increased risk of cardiac failure, and the condition of the 
valve and the response following commissurotomy may 
be used as indications for deciding whether the pregnancy 
should be allowed to continue. 

The authors conclude that mitral commissurotomy 
offers added hope to women who fear to have children 
because of mitral stenosis. It is a safe procedure during 
pregnancy and reduces the necessity for therapeutic 
abortion and sterilization. 

D. W. James 


218. Anemia in Pregnancy. 

By R. G. Hotty. Obstet. Gynec., 5, 562-568. Apr. 
1955. 1 fig. 8 tables. 8 refs. 

Three hundred and nine pregnant women were 
included in this series comprising 55 controls, 94 cases 
in the iron-treated group and 58 in the iron- and cobalt- 
treated group, and 102 in the anaemic group. In the 
patients taking iron the results were comparable irrespec- 
tive of the preparation used. 

The author shows that iron deficiency exists in nearly 
all pregnant women when the haemoglobin falls below 
12 g./100 c.cm. A fall in the haemoglobin level in preg- 
nancy is not physiological but due to iron deficiency. 
This can be virtually eliminated by the addition to the 
diet of iron or iron and cobalt. 

Accurate diagnosis of the type of anaemia can be 
accomplished only by bone marrow biopsy and the use 
of biochemical determination such as that of serum iron. 
Aslowly developing anaemia in pregnancy can be assumed 
to be due to iron deficiency, the more complete investi- 
gations being reserved for those patients who fail to 
respond to iron therapy. 

J. G. Dumoulin 


219. Megaloblastic Anaemia of Pregnancy and the 
Puerperium. 


By J. Bapenocu, S. T. CALLENDER, J. R. Evans, 
A. L. TuRNBULL and L. J. Writs. Brit. med. J., 1, 1245- 
1247. May 21, 1955. 15 refs. 

The authors briefly review the suggested causes of 
megaloblastic anaemia of pregnancy, which have been 
put forward by previous workers and describe their own 
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investigations of 9 patients suffering from this condition. 

Secretion of intrinsic factor was determined by 
estimating the absorption of radioactive vitamin B,, 
and was found to be normal in all 9 patients. The level 
of vitamin B,, in the serum was also normal. Other 
investigators have also found the serum levels of vitamin 
B,, to be within normal limits in cases of proved 

oblastic anaemia and it therefore appears to be 
unlikely that deficiency is a cause of the condition. 

Any improvement of the anaemia by administration 
of vitamin B,, is probably by some indirect mechanism 
related to massive. dosage. Only 2 patients in the series 
under review improved on vitamin B,,. 

Treatment with folic acid was much more effective. 
This indicates a deficiency of folic acid but such an 
observation has not been proved. The deficiency ‘seems 
more likely to be relative than absolute, being probably 
due to resistance to the action of the haemopoietic 
factors. 

Idiopathic steatorrhoea as a cause of megaloblastic 
anaemia is discounted, as absorption of fat was normal 
in the cases investigated. 

R. W. Grayburn 


220. Acute Leukaemia in Pregnancy. 

By G. Harris. Brit. med. J., 2, 101-102. July 9, 1955. 
11 refs. 

Eleven of the 38 instances of acute leukaemia in preg- 
nancy hitherto reported have been of the lymphatic 
variety. The twelfth reported case is presented. - 

The patient, aged 41, was admitted to hospital in the 
35th week of her fifth pregnancy because of increasing 
pallor, fatigue and oedema of the ankles. A few purpuric 
spots and a few enlarged cervical and axillary glands 
were found but no other abnormality save that the 
sternum was acutely tender. 

Haematological investigation: Haemoglobin 10-8 g. 
per cent; P.C.V. 28 per cent; M.C.H. 26 per cent; 
leucocytes 68,400 per c.mm.; platelets 160,000 per 
c.mm. Differential leucocyte count showed: blast cells 
68 per cent; large lymphocytes 16 per cent; small lympho- 
cytes 9 per cent; neutrophil polymorphs 6 per cent; 
neutrophil myelocytes 1 per cent. The sternal marrow 
smear showed extreme cellularity—almost entirely blast 
cells. 

Surgical induction at term failed and the patient was 
delivered by lower segment Caesarean section of a 
healthy male infant. Cord and venous blood were normal. 

Treatment with oral cortisone acetate in the puer- 
perium was unsuccessful and the patient left hospital at 
her own request on the 22nd day only to be re-admitted 
5 days later when the abdominal wound broke down. 
Two haematological remissions followed treatment with 
6-mercaptopurine and when the patient was discharged 
after 10 weeks the wound had healed. At this time the 
leucocyte count was 3,000 per c.mm. and only | per cent 
blast cells were present. 

A study of the literature indicates that pregnancy has 
no effect on leukaemia. Premature labour is common and 
the foetal mortality high. Leukaemia has never been 
transmitted to the child (nor has the condition been 
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transmitted to the mother in cases of congenital leuk- 
aemia). Treatment with folic acid antagonists and 
6-mercaptopurine is justifiable in early pregnancy but 
later, in the interests of the child, one must rely on blood 
transfusion and antibiotics. Normal delivery should be 
anticipated and the risk of haemorrhage kept in mind. 
R. W. Grayburn 


221. Blood Coagulation Failure in Obstetrics: Effects 
of Dextran and Plasma. 

By J. S. Scorr. Brit. med. J., 2, 290-293. July 30, 1955. 
2 figs. 20 refs. 

The author, from the Department of Obstetrics and 
Gynaecology, University of Liverpool, investigated 8 
cases of coagulation failure in obstetrics between 1937 
and 1955. Only 1 case occurred before 1951, and in 6 of 
the 7 cases occurring after 1951 dextran had been 
administered in comparatively large quantities. He quotes 
clinical and experimental evidence to show that i in a 
already suffering from hypofibrinog 
due to accidental haemorrhage—dextran, either b by 
simple dilution of fibrinogen content, or by encouraging 
further precipitation of fibrinogen as fibrin, or as a 
fibrinogen-dextran compound, may cause further deple- 
tion leading to uncontrollable haemorrhage. Prior to the 
introduction of dextran, most patients received plasma 
transfusions while awaiting compatible blood. Plasma 
transfusion, by contrast, will raise the fibrinogen blood 
level. 

The author describes a rough method of assaying 
fibrinogen blood levels in the delivery room. To 0-2 ml. 
of citrated blood in a small test tube is added 0-2 ml. 
of thrombin solution, freshly prepared by dissolving 
50 N.1.H. units of dried thrombin in 1 ml. of saline, both 
these being available in ampules. If the fibrinogen level 
is normal, clotting is evident within 5-10 seconds, and 
the clot is firm at 60 seconds, and thereafter it contracts 
with the extrusion of serum. Delay of the initial clotting 
beyond 15-20 seconds and liquefaction or disintegration 
of the clot at 60 seconds indicates that the fibrinogen 
level is considerably reduced. Absence of clot formation 
in 60 seconds is evidence of afibrinogenaemia. The author 
suggests that for the occasional user, the setting up of a 
control tube from a normal patient is helpful. 

The author suggests that hypofibrinogenaemia may be 
prevented by reduction of intra-uterine pressure by 
artificial rupture of the membranes, and by the substitu- 
tion of “small pool” plasma for dextran if blood is not 
immediately available. If the condition arises, he feels 
that | to 2 pints of double strength reconstituted dried 
plasma should correct the condition. The author stresses 
that hypofibrinogenaemia may occur in conditions other 
than accidental haemorrhage, especially in hydatidiform 
mole, missed abortion and amniotic embolism. 

Eileen Wilson 


222. Hypofibrinogenemia and Defects of Coagulation. 

By C. P. HopGxinson, J. H. Luzapre, P. W. Pirer, 
L. A. Swinenart and D. G. Remp. Obstet. Gynec., 4, 
465-493. Apr. 1955. 100 refs. 

Hypofibrinogenaemia in obstetrics is the result of 
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release of tissue thromboplastin into the circulation. 
Serial blood samples to determine the degree of this 
condition were taken and analyzed by the authors in the 
various obstetrical and gynaecological conditions. 

Normal labour did not alter plasma fibrinogen con- 
centration, although it was depressed in obstructed and 
severe labour. In all 10 cases of abruptio placentae it was 
also depressed (particulars in each case are given), but 
to a variable degree. Clinical symptoms of defibrination 
were apparent in only 2 of these. Three patients with 
placenta praevia showed no fibrinogen depression. In 
the “dead foetus syndrome” (5 cases) fibrinogen values 
were depressed for long periods. Depression to a marked 
degree was also noted in 3 cases of amniotic fluid 
embolus. 

In 15 cases of gynaecological surgery serial fibrinogen 
studies showed a biphasic hypo-hyper-fibrinogen 
response. On the day of surgery the plasma fibrinogen 
was depressed and from the first post-operative day 
elevated. The intensity of this reaction varied with the 
degree of surgica! trauma. 

Obviously, a large variety of conditions is associated 
with fibrinogen depression. It may result from any tissue 
catabolic activity of more than ordinary magnitude. 

[This paper presents a very complete and well docu- 
mented study of this subject and is full of interesting and 
informative facts.] 

J. G. Dumoulin 


223. Acquired Fibrinopenia in Pregnancy. 

By A. P. Barry, F. GEOGHEGAN and S. M. SHEa. 
Brit. med. J., 2, 287-290. July 30, 1955. 3 figs. 7 refs. 

The authors, from the National Maternity Hospital, 
Dublin, report 6 cases illustrating fibrinopenia in preg- 
nancy. The first 2 cases were associated with concealed 
accidental haemorrhage. The third case was of amniotic 
embolism with fatal post-partum haemorrhage. A fourth 
case was associated with retention of a macerated foetus 
in an Rh-immunized mother. A fifth case was associated 
with a missed abortion, and in a sixth case there was no 
apparent reason for the coagulation defect. The authors 
emphasize that, when fibrinopenia is present, any active 
interference is dangerous, and correction can only be 
made by giving pure fibrinogen or triple or quadruple- 
strength reconstituted plasma. One bottle of quadruple- 
strength reconstituted plasma may be expected to yield 
about 4-4 g. of fibrinogen. They discuss rapid laboratory 
diagnosis of acquired fibrinopenia. The clotting time may 
remain within normal limits, but the coagulation may 
dissolve later. The normal range of plasma fibrinogen in 
normal pregnancy towards term is 450 mg. per 100 ml. 
Haemostasis cannot be secured while the level remains 
below 200 mg. per 100 ml. The authors’ modification of 
Schneider’s test is described in detail. Eight test tubes are 
used in a row for each test. The diluent is a mixture of 
nine parts of normal saline with one part of M/40 
calcium chloride. The thrombin topical preparation of 
Parke, Davis & Co. is used—a stock solution containing 
200 units per ml. in 50 per cent glycerol being diluted to 
100 units per ml. for the test. 
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One ml. of venous blood is taken from the patient by a 
tuberculin syringe; 0-5 ml. of blood is put into the first 
dry tube. The second tube contains 3 ml. of diluent, the 
third 4 ml., and the rest 1 ml. of diluent. The remaining 
0-5 ml. of blood is added to the second tube, mixed, and 
1 ml. thereafter transferred to the third tube. The process 
is repeated for each tube, giving a dilution of 1, 10, 50, 
100, 200, 400, 800 and 1,600. 

To each tube 0-1 ml. of thrombin solution is added, 
the tubes shaken for mixing and allowed to stand at 
room temperature. A reasonably accurate reading can be 
made in 15 minutes, but an hour gives a more accurate 
result. The authors found that failure to form a well- 
defined coagulum in a titre of 1 in 100, or lower dilution, 
showed a necessity to replenish fibrinogen. 

The Shea test for rapid fibrinogen estimation is also 
described in detail. The authors compared the Schneider 
titre and plasma fibrinogen levels by the Shea test in 3 
cases. When the Schneider titre was 50-100, the plasma 
fibrinogen level was 100 mg. per 100 ml. or lower. 

Eileen Wilson 


224. The Pregnant Diabetic Patient. 

By P. Pepowrrz and E. L. SHLEvIN. Amer. J. Obstet. 
Gynec., 69, 395-404. Feb. 1955. 8 tables. 33 refs. 

This is a report on 78 pregnancies in diabetic women 
treated from 1950-1953. Of these, 5 ended in spontaneous 
abortion (under 1,000 g.) and 73 were viable (over 1,000 
g.). The loss amongst the viable infants was 8-2 per cent. 
During the period 1932 to 1949 the foetal loss had been 
22-0 per cent. The improvement in the later period is 
attributed to better prenatal care. 

The patient should be seen every week, and if necessary 
even more often. A survey of the cardiovascular system 
including ophthalmoscopic examination should be rout- 
ine. Renal function tests are indicated for cases of long- 
standing diabetes and those with albuminuria.. An 
X-ray of the abdomen should be taken to detect the 
presence and the degree of calcification of the uterine 
vessels. The patient should test her urine daily for acetone 
and sugar. If pre-eclamptic toxaemia occurs it should be 
promptly treated. 

The risk of intra-uterine death rises sharply after the 
36th week and therefore patienis without complications 
should be delivered by the 37th week, while recurrent 
episodes of keto-acidosis or of pre-eclampsia demand 
even earlier termination. If the cervix is ripe labour may 
be induced but, if it is not, elective Caesarean section 
becomes the procedure of choice in most cases, and 46 
(63 per cent) were delivered in this way. 

Paediatric care consists in clearing the upper air 
Passages, aspiration of gastric contents, postural drain- 
age, and placing the infant in a humidified oxygenated 
incubator. Blood sugar determinations and adminis- 
tration of glucose are of little importance. In view of the 
marked oedema of most infants, oral feeding is withheld 
for 48 hours or longer. The efficacy of oestrogen and 
progesterone given to the mother during pregnancy is 
debatable. Only 6 of the later series (1950-1953) received 
oestrogen and progesterone and in one of them death 
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occurred in utero. Acidosis is the chief cause of foetal 
death and its prompt recognition and treatment are all 


important. 
F. J. Browne 


225. Prognosis of Breast Cancer for Pregnant and 
Nursing Women. Analysis of 1,413 Cases. 

By T. T. Wurre. Surg. Gynec. Obstet., 100, 661-666, 
June 1955. 6 figs. 21 refs. 

The author has collected from the world literature 
1,375 case reports, including 22 of his own, of breast 
carcinoma related to pregnancy and to these he has added 
38 new cases from four Seattle hospitals. These have been 
analyzed and it is shown that, when carcinoma of the 
breast occurs coincidentally with pregnancy or nursing, 
the prognosis is greatly affected by the presence or 
absence of axillary metastases. In the author’s own series 
72-8 per cent of patients without axillary spread sur- 
vived 5 or more years after therapy during pregnancy or 
nursing, while only 6-3 per cent of those with metastases 
lived for this period. 

The reasons for the poor results reported in the past are 
discussed. It is found that a very high proportion of the 
patients have had axillary metastases. This may be due to 
difficulty in diagnosis and consequent delay in instituting 
treatment. For this reason it is recommended that, in the 
presence of breast inflammation occurring during preg- 
nancy or nursing about which there is any doubt in 
diagnosis, prompt biopsies should be made. 

The survival rate among patients who became pregnant 
following treatment of breast carcinoma was comparable 
with that of patients with uncomplicated breast cancer, 
and it is suggested that in treated cases further preg- 
nancies should be allowed without fear of affecting the 
course of the disease. 

A study of the cases in which therapeutic abortion was 
performed did not suggest that interruption of the 
pregnancy is of benefit to patients with breast cancer. 

John P. Erskine 


226. Pregnancy and Pulmonary Resection. 

By G. W. Corner and R. E. L. Nessirr. Amer. J. 
Obstet. Gynec., 68, 903-915. Sept. 1954. 6 tables. 27 refs. 

This is a review of 15 cases seen in the 20 years from 
1933 to 1953 in Johns Hopkins Hospital in which preg- 
nancy was intimately related to pulmonary resection. In 
2 of the cases lobectomy was performed just before 
pregnancy began, and in 6 it was done during pregnancy. 
The operation was done for such varied conditions as 
bronchiectasis (10 cases), tuberculosis (3 cases) and 
bronchial adenoma (2 cases). Altogether, including these 
15, 57 cases have been reported in the literature with a 
total of 69 pregnancies. 

The authors draw the following conclusions: 

(1) Pneumonectomy and pulmonary resection are no 
contra-indication to pregnancy provided the patient is 
not dyspnoeic at rest or on slight exertion. 

(2) Patients with pulmonary resections who are not 
dyspnoeic under normal conditions go through labour 
and vaginal delivery without difficulty. 

(3) Pneumonectomy and lobectomy may be performed 
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during pregnancy with safety to mother and infant if 
absolutely essential to the welfare of the mother. 

(4) Because of their reduced respiratory reserve preg- 
nant patients with pneumonectomy must be protected 
from any illness which will tend to reduce this limited 
reserve. F. J. Browne 


227. Tuberculous Meningitis and Pregnancy. (Zapalene 
gruzlicze opon mozgoworozeniowych i ciaza.) 

By Z. MasewskKa. Ginek. polska, 26, 7-10. Jan.—Mar. 
1955. 9 refs. 

The author discusses the effect of streptomycin on 
the foetus. Two cases of tuberculous cerebrospinal 
meningitis in women in the last month of pregnancy are 
described. 

On the basis of the literature the author reached the 
following conclusions. In the first weeks of pregnancy the 
treatment with streptomycin may lead to abortion but in 
the later months of pregnancy streptomycin may be given 
without any danger of terminating the pregnancy or 
harmful effects on the child. The cases treated by the 
author confirmed the above findings. The delivery was 
normal, and the pregnancy and labour had no harmful 
effect on the course of the disease. The author also points 
out that pregnancy and labour in women with meningitis 
necessitate close co-operation between the obstetrician 
and the neurologist. S. H. Riterband 


228. Pregnancy and Poliomyelitis in Los Angeles 


By P. Horn. Obstet. Gynec., 5, 416-422. Apr. 1955. 

This is a 20-year report (1934-1953) of 325 pregnancies 
among 16,268 people who contracted poliomyelitis in 
Los Angeles County with a mortality rate of 4-9 per cent 
(16 deaths) in pregnancy. 

In recent years there has been improvement in the 
treatment of bulbar spinal poliomyelitis—early trache- 
otomy and endotracheal suction of mucus, the use of 
positive pressure devices, etc.—which has improved the 
mortality rate. Mortality in the pregnant and non- 
pregnant is the same. 

Total foetal loss was 71 (22 per cent), 2 of which con- 
tracted poliomyelitis from their mother. Retarded 
development and weight was a feature of some babies 
born to mothers who had poliomyelitis in early preg- 
nancy. No intra-uterine transmission of poliomyelitis 
was found. 

In some of the respirator patients Caesarean section 
was successfully performed, and the author gives the 
indications for the operation in this type of case. Prob- 
lems in prenatal management include a careful watch on 
blood pressure and sodium chloride intake, electrolyte 
and fluid balance. Anaesthetic and delivery problems are 
also discussed. J. G. Dumoulin 


229. Ovarian Tumours in Pregnancy. Report of Case 
of Ruptured Dermoid Cyst. 

By T. F. Bett and J. A. Wuson. West. J. Surg. 
Obstet. Gynec., 63, 389-393. June 1955. 9 refs. 

A case of rupture of a dermoid cyst at the 20th week 
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of pregnancy is reported. In spite of laparotomy and 
subsequent paralytic ileus the pregnancy went to term 
and a vaginal delivery was achieved. The author makes a 
plea for pelvic examination at the patient’s first atten- 
dance and states that any ovarian tumour which requires 
surgery in the non-pregnant patient should be treated in 
the same way during pregnancy. 
D. C. A. Bevis 


230. Report of a Case of Co-incidental Intrauterine 
and Extrauterine Pregnancy. 

By L. M. Jacks. Med. J. Aust., 1, 536-537. Apr. 9, 
1955. 

The patient was aged 23 years and had one child aged 
2 years and 4 months. A normal pregnancy and labour 
were followed by puerperal fever for some days. Eighteen 
months before laparotomy had revealed dense adhesions 
around the left tube. She reported to the Royal Hobart 
Hospital on 30th July, 1954, having had 2-months 
amenorrhoea with some recent slight bleeding. The uterus 
was the size of a 10-weeks gestation. Under observation 
in hospital definite signs of a leaking left tubal pregnancy 
became manifest. A left salpingectomy was performed, 
the tube containing an intact gestation sac. On 12th 
August, 1955, the Aschheim-Zondek test produced a 
positive result. On 28th September, 1955, she reported 
that she had felt foetal movements for 2 weeks and the 
uterus was enlarged to the size of a 20-weeks pregnancy. 

S. Devenish Meares 


231. A Case of Cervical Pregnancy. (Przypadek 
ciazy szyjkowej.) 

By R. Wetman, K. RosaLowski and M. 
KoOBUSZEWSKA-FARYNOWA. Ginek. polska, 26, 233-241. 
Apr.—June 1955. 8 figs. 1 ref. 

A case of 10-weeks cervical pregnancy in a multiparous 
woman is described. It was treated by total hysterectomy, 
as that was the only way the haemorrhage could be 
stopped. 

The paper emphasizes the rarity of cervical pregnancy, 
and the high mortality rate. The author also points out 
the difficulty of accurate diagnosis, which can only be 
made by histological examination of the specimen. 

S. H. Riterband 


232. Cervical Pregnancy. 

By R. C. Cumin. Lancet, 2, 68-69. July 9, 1955. 
4 refs. 

The author gives details of a case of cervical pregnancy. 
The patient had amenorrhoea of 3-months duration and 
during this time complained of vague lower abdominal 
pain culminating in an attack of severe backache, nausea 
and vaginal bleeding. The cervical pregnancy was dis- 
tinguished as a cystic mass below the body of the uterus. 
The pregnancy was evacuated from the cervix under 
general anaesthesia with some blood loss which necessi- 
tated blood transfusion. The patient when seen 3 months 
after discharge from hospital was well. The external os 
was patulous and the uterus retroverted and a little bulky 
but otherwise no abnormality was detected in the pelvis. 

H. H. Fouracre Barns 
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233. Ovarian Pregnancy Following Unilateral Oophor- 
ectomy. 

By W. J. Rawuincs. Med. J. Aust., 1, 881-882. June 
ll, 1955. 1 fig. 

The patient was a multipara, aged 30 years, who had 
undergone a right salpingo-odphorectomy to remove an 
ovarian cyst. Menstruation commenced on the second 
post-operative day. This normal period was followed by 
2-months amenorrhoea when a brownish blood loss 
became evident and continued for 3 days terminating in 
colicky abdominal pain with the passage of probably a 
cast of the uterus. The pain ceased, but the discharge 
continued for 2 weeks, when a painless heavy loss took 
place. On examination a spherical, not tender mass 2 
inches in diameter was felt in the left fornix and a 
diagnosis of ectopic pregnancy made. At operation a left 
ovarian pregnancy was found and enucleated from the 
ovary. There was an encapsulated haemorrhagic mass 
containing a chorionic vesicle with included embryo. 
Following operation the menstrual cycles were infrequent 
and irregular for 6 months, but the last few months have 
been regular. 

The author points out that at the first operation 
ovarian cystectomy instead of oéphorectomy would have 
been the operation of choice. 

S. Devenish Meares 


LABOUR 


234. Principles in Vaginal Delivery of Complicated 
Obstetric Cases. 

By W. B. Harer. J. Amer. med. Ass., 158, 637-640. 
June 25, 1955. 5 refs. 

All obstetricians are well aware of the increasing safety 
of Caesarean section due to the introduction of blood 
banks, antibiotics, and a better understanding of nutrition 
and fluid balance. It is not so well recognized however 
that vaginal delivery has also been made more safe by 
those same factors. The author, who is Professor of 
Clinical Obstetrics and Gynaecology at the University of 
Pennsylvania, views with some alarm the lack of training 
exhibited by recent graduates in the performance of 
complicated vaginal delivery. 

The present-day trend towards Caesarean section in 
disproportion is justified, but operations such as symphy- 
siotomy are obsolete. When difficulty arises due to 
abnormalities of lie, presentation, or position, early 
correction and safe vaginal delivery can often be accom- 
plished by a well-trained obstetrician. For soft tissue 
obstruction due to constriction ring amyl nitrite or 
adrenalin are advocated with deep anaesthesia, and 
methods of hastening dilatation of the cervix, which the 
author regards as safe, are described. Forceps may 
properly be used as tractors, rotators, or as flexors, but 
the risk to mother and child varies directly with the 
Station of the head. Rotation of an occipito-posterior 
Position of the head is most easily accomplished by 
pushing the head up to the level of the plane of pelvic 
expansion. 

In breech delivery great emphasis is placed upon the 
complete effacement of the cervix before delivery is 
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attempted, and fundal pressure is of great value. Internal 
podalic version still has a definite, though limited, place 
in present day obstetric practice. Obstetricians properly 
trained in these procedures of vaginal delivery will have 
no difficulty in keeping their incidence of Caesarean 
section within the limit of 3 per cent as recommended 
by the American Board of Obstetrics and Gynecology. 
D. W. James 


235. Vaginal Delivery after Lower Uterine Caesarean 


By K. BAKER. Surg. Gynec. Obstet., 100, 690-696. 
June 1955. 4 figs. 15 refs. 

During a 2-year period, 100 women with a history of 
one or more previous Caesarean sections were delivered 
at Mill Road Maternity Hospital, Liverpool. All the 
operations had been of the lower segment type, the 
incision in the uterus being placed transversely. Seventeen 
were delivered by elective repeat Caesarean section and, 
of the 83 submitted to trial of labour, 9 were ultimately 
delivered abdominally after a labour varying in duration 
from 5 to 60 hours. The one case of ruptured uterus in the 
series occurred in a case of contracted pelvis, submitted 
to trial of labour. Repeat Caesarean section was per- 
formed 6 hours after the onset of labour and an un- 
suspected rupture two and a half inches long was found 
in the uterine scar. A living child was delivered and the 
lower segment was repaired. None of the classical 
symptoms and signs of ruptured uterus developed, the 
woman’s condition remained good, there was no tender- 
ness over the lower uterine segment and strong contrac- 
tions continued up to the time of delivery. 

Seventy-four out of 100 women were delivered 
vaginally, 47 spontaneously and 27 with forceps. Three 
babies were lost. Of these, 2 died in utero before the onset 
of labour, and the third was a mongol with spina bifida. 

In 52 women it was the first vaginal delivery following 
section, in 9 the second, in 5 the third, in 5 the fourth, in 
2 the fifth and in 1 the seventh. 

The author discusses the importance of detection of 
the weak or already disrupted scar. The absence of 
infection following Caesarean section does not allow of a 
firm conclusion that the scar is sound, and clinical 
features such as pain and tenderness over the lower part 
of the uterus during labour are unreliable. Manual 
exploration of the uterus immediately after vaginal 
delivery subsequent to Caesarean section permits of an 
assessment of the quality of the scar. Sixty-four patients 
were examined in this manner and the scar was judged 
to be sound in 53. In the remaining 11 cases the scar, 
either in whole or in part, was broad, varying in thickness 
and forming a groove across the front of the uterus. 

On the supposition that a gross defect in healing may 
lead to a permanent alteration in the shape of the uterine 
and cervical canals, hysterography was carried out 3 
months after delivery in 24 of the 64 cases in which the 
uterine scar was palpated at the time of delivery. In 5 
cases the scar was known to be poor and evidence of this 
was clearly seen in the radiographic films in 4 (these are 
illustrated). In all cases in which the uterine scar was 
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known to be good, lateral radiography revealed normal 
appearances. 

The author concludes that, while hysterography per- 
formed some 3 months after radical section is not so 
reliable as intra-uterine palpation, it is the only method 
available on which an assessment can be made for the 
first labour following Caesarean section. 

John P. Erskine 


236. A Uterine Relaxing Factor for Premature Labour. 

By J. T. Masewski and T. JeNNINGs. Obstet. Gynec., 
5, 649-652. May 1955. 7 refs. 

Krantz, Bryant and Carr (Surg. Gynec. Obstet., 
1950, 90, 372) demonstrated the ability of a substance 
found in aqueous extracts of sow corpora lutea to 
diminish the tone and abolish contractions of the guinea 
pig uterus. This substance (Lutrexin) was used by the 
authors in 21 cases adjudged to be in premature labour 
and in 80 per cent premature delivery was stopped. The 
dose used was 4,000 units initially, followed in 1 hour by 
3,000 units, and by 1,000 units hourly thereafter until 
contractions ceased. All doses were given orally and no 
side effects were observed. 

J. G. Dumoulin 


237. The Effect of Hydergine on Uterine Action. 

By T. N. A. Jerrcoate and J. K. Witson. Lancet, 1, 
1187-1191. June 11, 1955. 4 figs. 2 tables. 14 refs. 

This paper records the results of an investigation into 
the effect of hydergine on the action of the pregnant 
uterus. The authors point out that it is claimed that 
hydrogenation of the alkaloids of ergot deprives them of 
their oxytocic and vasoconstrictor properties and endows 
them with spasmolytic ones. Hydergine is the trade name 
of a combination of such alkaloids. 

Five primigravidae in normal labour were given hyder- 
gine by intravenous drip (0-6 mg. to 1 litre of 5 per cent 
dextrose solution). In 3 patients no change was observed 
and in the 2 others there seemed to be a considerable 
increase in the intensity of the labour pains, which was 
substantiated by the tocographic records. Fifty-nine 
patients in normal labour at term were given a course of 
4 intramuscular injections of 0-15 mg. each at hourly 
intervals from the time when the cervix was 2-3 fingers 
dilated and the results compared with 50 controls. No 
significant difference in the length of the first stage of 
labour was observed. Termination of the second stage 
by forceps took place more often in the treated group 
but the authors attach no significance to this. No signifi- 
cant differences in the third stage of labour between the 
treated and control groups were observed. Seventeen 
patients in whom there was considered to be faulty 
uterine action during labour were given intravenous 
hydergine by drip infusion. Of this group there were 9 
patients with severe low back pain, the severity of which 
was increased in 5, unchanged in 3 and relieved in 1 by 
the treatment. Tocographic records obtained in 12 of 
these 17 cases showed an increase in uterine activity in 5, 
no change in 5 and a reduction in uterine activity in the 
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remaining 2. Four women who were receiving an oxytocic 
drip infusion for the purpose of inducing labour or 
treating hypotonic inertia were given hydergine by adding 
it to the drip infusion. In 2 cases there appeared to be an 
increase in frequency and strength of the contrac- 
tions. 

In view of the fact that the progress of normal labour 
in treated and untreated women was almost identical, the 
authors consider that no advantage is to be gained from 
the routine administration of hydergine. They also 
consider that there is nothing to support the contention 
that hydergine favours relaxation of the cervix and lower 
uterine segment. 

H. H. Fouracre Barns 


238. Spastic Inertia and Other Conditions in Labour 
Treated with Hexamethonium. (Influenza di una sostanza 
ad azione ganglioplegica (bitartrato di esametonio) sul 
decorso del travaglio di parto.) 

By M. Boscaro and A. Russo. Minerva ginec., Torino, 
7, 410-418. June 15, 1955. 7 figs. 23 refs. 

The authors treated 20 patients in labour or with 
missed abortions and retained dead foetuses with 
hexamethonium barbiturate. It appears to have been of 
little use in promoting uterine contractions in missed 
cases, but to have had a favourable effect in uterine 
inertia such as is often seen in not-so-young primiparae 
especially if associated with a mild hypertension. The 
total dose employed was from 50 to 100 mg. of the base, 
and the effect was improved by combination with small 
judicious doses of a pituitary oxytocic. [The well-known 
preparation of Rauwolfia serpentina can be used for the 
same purpose, especially those with pronounced sedative 


action.] 
W. C. Spackman 


239. Use of Adenosin-triphosphoric Acid (ATP) in 
Spastic Inertia. 

Minerva ginec., Torino, 7, 30. June 1955. 

Three short papers read at a meeting of the Society 
for Obstetrics and Gynaecology of Campania, Calabria 
and Lucana in March, 1955 are published in this number 
dealing with the effect of adenosin-triphosphoric acid on 
uterine muscle and its contractions. It is stated that this 
preparation is not effective in instituting contractions but 
has a very useful action in those troublesome cases where 
dilatation of the cervix in labour is unduly slow and 
painful, a bug-bear as irritating and exasperating to the 
obstetrician as its own manifestation in spite of the many 
remedies proposed and applauded by different schools. 
From the evidence produced it is concluded that this 
preparation promotes a smooth alternation of rhythmic 
relaxation and contraction very effective in completing 
full dilatation followed by an active second stage and 
smooth detachment of the placenta. Its use is said to 
enable oxytocics to be either dispensed with or given 
in minimal doses with consequent less risk of disastrous 


results. 
W. C. Spackman 
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REVIEW OF CURRENT LITERATURE 


240. Transverse Presentation: A Study of 225 Finnish 
Women. 

By E. AscHAN and O. KINNUNEN. Ann. chir. gynaec. 
fenn., 44, 46-57. 1955. 21 refs. 

Of 225 patients with transverse and oblique lies the 
author eliminates those with intra-uterine death, twins 
and prematurity leaving 151 cases of this presentation 
at term. 62-3 per cent were delivered by Caesarean 
section, 16-5 by internal version and the remainder 
by preliminary external version. The overall foetal 
mortality was 4 per cent. The mortality after Caesarean 
section was 1-1 per cent, after internal version 16-5 
per cent, and where external version had been per- 
formed 3-1 per cent. Sixty-two per cent of primigravidae 
were sectioned and only 4-4 per cent had internal 
version. Sixty-two per cent of multigravidae were 
sectioned and 21-7 per cent had internal version per- 
formed. Embryotomy was performed in 10 out of 11 
cases of intra-uterine death. Six sections were done out 
of 11 cases of premature transverse lies with no foetal 
mortality but, of 4 cases treated by internal version and 
one by external version, all the foetuses died. Thirty- 
seven internal versions were done on 45 cases of twins 
with only 3 foetal deaths and 5 sections with no foetal 
deaths. There were 4 ruptured uteri with no maternal 
loss. There were 2 maternal deaths in the whole series, 
both after section, due to cerebral embolism and haemor- 
rhage respectively. 

D. M. Sheppard 


PUERPERIUM 
241. Haemoglobin and Plasma Protein Values in the 


By R. J. Watsu, B. T. Mayes and D. SuGARMAN. 
Med. J. Aust., 1, 878-879. June 11, 1955. 1 fig. 8 refs. 

Estimations of the haemoglobin value and the plasma 
protein content were carried out on 190 women during 
the first 7 weeks after delivery. Patients who had received 
blood transfusions were excluded from the series. Each 
patient was tested at least twice during the period. The 
blood samples were collected from patients at the King 
George V Hospital, Sydney, and the tests were performed 
at the New South Wales Red Cross Blood Transfusion 
Service. Approximately 5 ml. of blood were obtained 
with a sterile dry needle and syringe. In no instance was 
the venous tourniquet allowed to remain on for more than 
30 seconds. The blood was mixed in a test tube with the 
crystals of ammonium and potassium oxalate resulting 
from the evaporation of 0-2 ml. of a 10 per cent solution. 
Immediately before testing the samples were thoroughly 
mixed by rotation for 5 minutes on a machine designed 
to mix dilutions of blood prior to erythrocyte counting. 
The haemoglobin determinations were made on a photo- 
electric colorimeter which had been previously calibrated 
to conform to the standardization of the National Physics 
Laboratory. Protein estimations on centrifuged plasma 
were made by the specific gravity method, with the use of 
copper sulphate solutions of Phillips, Van Slyke et al. as 
described by Simmons and Gentzkow (1944). 


983 


The specific gravity of every solution was checked 
gravimetrically. A statistical analysis of the results was 
made. It was found that there was a rapid recovery of 
both haemoglobin and plasma protein values during the 
first week of the puerperium when both values became 
greater than those of non-pregnant women of comparable 
age. 

The authors conclude that this must be the result of 
rapid reduction of the hydraemia of pregnancy. It is 
probably associated with a negative fluid balance due to 
an increased urinary output. 

The practical application of the findings is that both 
the haemoglobin and plasma protein values should have 
returned to normal by the seventh day. This information 
should facilitate diagnosis and, if required, treatment of, 
puerperal anaemia. 

S. Devenish Meares 


242. Clinical and Statistical Study of Post-partum 
Sub-conjunctival Haemorrhages. (Hémorrhagies con- 
jonctivales maternelles du post-partum. Etude clinique 
et statistique.) 

By P. Trittat. Gynéc. Obstét., 54, 332-333. 1955. 

The writer indicates the very sparse literature on the 
subject. The second edition in 1924 of Doederlein’s 
Handbuch der Geburtshilfe devotes a very few lines to the 
subject signifying their harmlessness. In 1,484 confine- 
ments 10 cases only of subconjunctival haemorrhage were 
noticed; 5 of these were unilateral and 5 bilateral. They 
occur at the most a few hours after delivery. Primi- 
parae are more frequently affected; 7 of these against 3 in 
multiparae. The age incidence varied between 18 and 30. 
As regards the morbid anatomy, the bulbar conjunctiva 
only is concerned, namely, that portion which covers the 
anterior segment of the globe. The palpebral conjunctiva 
and cornea are never concerned. The blotch, always 
bright red at the onset, varies very much in form and 
extent. 

In the minor forms, which are usually unilateral, the 
blotch is usually linear and follows the line of a radiate 
vessel—not affecting one canthus more than the other. 
Not infrequently the haemorrhage is more extensive and 
bilateral, and may even surround the cornea entirely. 
Clinically, if this happens in both eyes, the patient 
becomes very worried. 

Occasionally these ocular haemorrhages are accom- 
panied by petechial haemorrhages near the eyelids, 
frontal region or supraclavicular areas, simulating 
localized purpura. 

The complete absence of symptoms is the characteristic 
of this trouble. The patient has no pain, discharge, nor 
difficulty with the movements of the eyelids, and it is only 
by the mirror, nurse, or doctor, that she learns of it. 

The writer has studied ophthalmological authoritative 
works on the subject but nowhere is it stated whether the 
haemorrhages are venous or arterial. All authorities are 
agreed no treatment is necessary. The pathology remains 
a mystery and all that can be said is that there is an 
idiopathic fragility of the conjunctival vessels. 

D. Maxwell 
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243. Clinical and Chemical Studies in Human Lactation. 
X. The Maintenance of Breast-feeding. 

By F. E. Hytren and A. M. Tomson. Brit. med. J., 
2, 232-237. July 23, 1955. 6 figs. 21 refs. 

The authors, from the Obstetric Medicine Research 
Unit, Aberdeen, have investigated the factors affecting 
maintenance of breast-feeding in Aberdeen. They studied 
the health visitors’ record cards for 2,404 single legitimate 
infants delivered in 1951. At the age of 3 months 35 
per cent of the infants were fully breast-fed. The 
investigators disregarded breast-feeding after 3 months, 
as many infants thereafter received other additional 
feeds. 

The incidence of breast-feeding declined rapidly in the 
first few weeks, but much more slowly at the end of the 
second month. 

While the proportion of women breast-feeding on the 
10th day post-partum declines with maternal age, the 
position is reversed at 3 months. In women over 30, 39 
per cent were still breast-feeding compared with only 
25 per cent in mothers under 20 years. 

The incidence of successful breast-feeding was higher 
after the second than after first pregnancies, and then 
declined with increasing parity. Social class seemed to be 
of importance. In Class I and II, of those breast-feeding 
at the end of the first month, almost 80 per cent were still 
breast-feeding at 3 months. In social Class III, IV, and 
V, the percentage at 3 months was 50 per cent, 36 per 
cent and 31 per cent, respectively. Height and physique 
seemed of importance, the taller and healthier women 
being more successful than the shorter, or frailer patient. 

The authors discuss the ways in which the factors of 
age, parity, attitude towards breast-feeding and social 
status, can affect lactation, and point out the difficulty 
in obtaining unbiassed investigations into the reasons of 


failure. 
Eileen Wilson 


OBSTETRIC OPERATIONS 


244. Forceps Delivery Under Local 

By J. M. Gate and W. A. W. Dutton. Brit. med. J., 
2, 99-101. July 9, 1955. 2 figs. 3 refs. 

The dangers of general anaesthesia for forceps delivery 
stimulated the authors to use local anaesthesia in as many 
cases as possible; 61 -9 per cent of a total of 105 consecu- 
tive personally conducted forceps deliveries were per- 
formed under local anaesthesia. The method was used in a 
proportion of cases other than low forceps, e.g., mid 
forceps, deep transverse arrest and posterior position of 
the occiput, but was not attempted if a difficult delivery 
was anticipated. If labour is complicated by associated 
pulmonary or cardiac disease, or by inertia and/or 
vomiting, then local anaesthesia is ideal. 

Procaine, 0-5 per cent (without adrenaline), was used 
in this series and was injected through a 12 c.mm. lumbar 
puncture needle. Ten c.cm. were distributed into the 
vicinity of the pudendal nerve as it transverses Alcock’s 
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canal and a further 10 c.cm. were injected into the 
ischio-rectal fossa on both sides of the pelvis. Each 
labium majus, the perineum and the posterior and 
lateral walls of the lower one-third of the vagina were 
also infiltrated (10 c.cm. in each case). In some cases the 
pudendal nerve was blocked in the region of the ischial 
spine instead of Alcock’s canal. 

From the operative point of view the method was 
entirely satisfactory in 81-5 per cent of cases, and failed 
on only one occasion. In the remaining 17 per cent lack 
of co-operation on the part of the patient was the only 
objection. 

Of the mothers 86-1 per cent were satisfied, 7-7 per 
cent had discomfort but no pain. 6-2 per cent would 
have preferred general anaesthesia. 

There were no maternal, foetal or neonatal deaths 
which could be attributed to the type of anaesthesia 
but mild asphyxia neonatorum was experienced in 15-4 
per cent of cases. This incidence was thought to be due 
to the high proportion of unbooked cases admitted 
because of prolonged labour. 

Post-partum haemorrhage occurred in 9-2 per cent 
and manual removal of the placenta was necessary in 
6-2 per cent of cases. Healing of the perineum was 
unsatisfactory on 3 occasions. 

The authors recommend wider use of local anaesthesia 
for forceps delivery, especially in domiciliary practice. 

R. W. Grayburn 


245. An Analysis of Ten Years’ Experience of Caesarean 
Section at the Maternity Hospital ‘‘Marika Iliadi”’, 
Athens. 

By M. Foucas, J. KARPoUSOGLOU and B. GEORGIADES. 
Gynaecologia, Basel, 140, 1-8. July 1955. 5 refs. [In 
English]. 

A review is given of 324 Caesarean sections performed 
at the Maternity Hospital “‘Marika Iliadi”, Athens, 
during the 8-year period 1945 to 1952 inclusive. The total 
number of deliveries during this time amounted to 
15,072, an incidence of Caesarean sections of 2-1 per 
cent. The percentage rose steadily during these years, 
reaching 3-1 in 1950 and 1951, but in 1952 there was a 
fall to 2-2 per cent. The main indication was dispropor- 
tion, accounting for 121 sections; this was followed by 
placenta praevia, cervical dystocia and transverse 
presentation in that order of incidence. All cases of dis- 
proportion were given a trial of labour. The 314 opera- 
tions were divided up as follows: lower segment, 200; 
upper segment, 70; extraperitoneal, 30; Caesarean 
hysterectomy, 3; operations with peritoneal exclusion, 3. 
General anaesthesia was given to all cases. The maternal 
morbidity rate was low and is attributed to routine post- 
operative use of antibiotics. The gross foetal mortality 
was 3-5 per cent and the corrected foetal mortality 1-59 
per cent. The gross mortality for all deliveries during the 
same period was respectively 2-6 per cent and 1-1 per 
cent. The mortality rate for high and mid-forceps opera- 
tion was 12-6 per cent. Maternal mortality was 4 deaths, 
or 1-2 per cent. The deaths were due to haemorrhage, 
septicaemia with puerperal insanity and 2 cases of 
eclampsia. 
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[The one criticism of this paper is that no indication 
is given as to what is meant by the term “foetal 


mortality”’.] 
Josephine Barnes 


246. 1,000 Cesarean Sections. 

By C. L. SuLLIvAN and E. M. Obstet. 
Gynec., 5, 669-677. May 1955. 16 tables. 7 refs. 

One thousand Caesarean sections are analyzed by 
the authors from Boston. They represent a section rate 
of 7-7 per cent up to the year 1946. The indication is 
described as maternal in 11-2 per cent, foetal in 34 per 
cent, and common in 54-8 per cent. There were 532 
primary and 468 repeat operations. The frequency of 
type of section was as follows: lower segment 836, 
extra-peritoneal 101, classical 36 and hysterectomy 27. 

The authors believe that the use of the lower uterine 
incision makes sterilization unnecessary, and 7 of their 
cases had 5 or more repeat operations. There were only 
3 ruptured uteri, all in classical scars. Hysterectomy was 
carried out for fibroids in 4 cases, ruptured uteri in 2, 
poor scar in 6, haemorrhage in 11, Couvelaire uterus in 3 
and placenta accreta in 1. 

It is advisable to have blood cross-matched for all 
contemplated Caesarean sections. 

There were 3 maternal deaths in the series, none due 
to the operation. The neonatal death rate corrected for 
8 cases each of erythroblastosis and major congenital 
deformities was 44 per 1,000. There were 23 stillbirths. 

J. G. Dumoulin 


247. A Clinical Comparison of Extraperitoneal 
Caesarean Section and Low Cervical Caesarean Section 
for the Potentially or Frankly Infected Parturient. 

By H. E. ATHERTON and P. J. WILLIAMSON. Amer. J. 
Obstet. Gynec., 68, 1091-1097. Oct. 1954. 5 tables. 4 refs. 

This is a comparison between the results of 68 extra- 
peritoneal and 75 low cervical Caesarean sections per- 
formed on infected or potentially infected patients from 
1941 to 1951 at a teaching hospital. 

In the former group the peritoneum was entered 14 
times at operation and the bladder 4 times; in 1 case the 
bladder was severed from the urethra, in 1 the uterine 
artery was cut, and in | there was a post-operative 
vesico-vaginal fistula. The incidence of other post- 
Operative complications such as wound infection was 
much greater in the extraperitoneal group. No patient 
died 


The authors conclude that the low cervical operation 
is superior and in consequence extraperitoneal Cavsarean 
section has been practically abandoned since 1951. 

F. J. Browne 


248. Lower-Segment Caesarean Section for Placenta 
Praevia. 

By J. K. Russe... Lancet, 2, 322-324. Aug. 13, 1955. 
10 refs. 

The author points out that there are many who con- 
sider that the advantages of the lower segment operation 
for placenta praevia are offset by the risk of maternal 
haemorrhage and of damage to the foetal circulation if 
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the placenta is found under the uterine incision. Never- 
theless there is still a 40 per cent chance that the 

will encounter the placenta in a classical section and at the 
Princess Mary Maternity Hospital at Newcastle no 
mother died from haemorrhage in a series of 172 lower 
segment sections for placenta praevia. The author there- 
fore concludes that maternal haemorrhage is not a contra- 
indication for lower segment section for placenta praevia. 
With regards to the baby in such cases, the risk of blood- 
loss from damaged foetal vessels cannot be ignored but 
with care can be avoided. Emphasis is laid on the 
importance of circumventing the placenta rather than 
incising it and the need for rapid clamping of the 
umbilical cord where there has been any risk of damage 
to the foetal circulation. By observing these details no 
baby required transfusion in 16 cases where the placenta 
was under the incision. 

H. H. Fouracre Barns 


By L. S. McGoocan and R. THeERIEN. West. J. Surg. 
Obstet. Gynec., 63, 428-433. July 1955. 

The combined experience of the Departments of 
Obstetrics and Anesthesiology in the University of 
Nebraska from 1948 to 1954 is presented. During this 
period 6,532 patients were delivered, 418 (6-4 per cent) 
by Caesarean section, 145 (34-7 per cent) being judged 
emergency operations. One hundred and forty-eight 
babies were delivered in this group (which includes all 
the usual indications for operation) 19 of them dying 
(12-8 per cent). There were no maternal deaths. 

The authors conclude that in disproportion, mal- 
presentation, primary inertia, cervical dystocia and 
foetal distress spinal anaesthesia using pontocaine is the 
agent of choice; local anaesthesia with sodium pentothal 
has the same advantages but general anaesthesia is 
contra-indicated (they use cyclopropane but do not seem 
to use relaxants such as curare). In placenta praevia and 
accidental haemorrhage the agent used depends on the 
degree of shock. If the bleeding is slight local infiltration 
is best, spinal second choice and inhalation anaesthesia 
last choice. If the bleeding is severe inhalation is pre- 
ferred, local second choice and spinals contra-indicated. 
For severe pre-eclampsia spinal or caudal anaesthesia 
is used and for chronic hypertension local anaesthesia 
is preferred, ether and spinals being contra-indicated. 
Eclampsia requires spinal or caudal and they do not like 
inhalation agents. For prolapsed cord inhalation agents 
are used if the rapid delivery is essential ; otherwise spinal 
or local is used. 

D. C. A. Bevis 


THE INFANT 


250. Investigations into Foetal Secretion of Urine. 
(Untersuchungen iiber die fetale Urinbildung.) 
By V. FriepBerG. Gynaecologia, Basel, 140, 34-45. 
July 1955. 29 refs. 
The levels of urea, uric acid and creatine were examined 
in the liquor amnii and compared with those in the 
69 
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maternal serum. It was found that up to the Sth month of 

the levels were more or less identical. After the 
5th month, the content of urea, uric acid and creatine of 
the liquor amnii was consistently higher than that of the 
maternal serum. This difference increased progressively 
until term, so that it may be assumed that the foetus in 
utero does secrete urine. The urine of foetuses between 
the Sth and 10th month was also examined. Here there 
were considerable fluctuations in urea, uric acid and 
creatine, but the tendency was to find increasing con- 
centrations towards term, thus indicating that the tubules 
of foetal kidney become progressively more efficient as 


pregnancy advances. 
Josephine Barnes 


251. Intrauterine Death. (Uber den intrauterinen 
Fruchttod.) 

By P. PANKAMAA. Ann. chir. gynaec. fenn., 44, 7-149. 
1944. 277 refs. 

This is a detailed account of the intra-uterine deaths 
occurring between 1924 and 1953 in the obstetric depart- 
ment, University of Helsinki. In 116,790 deliveries with 
birthweight over 600 g. there were 1,801 cases of intra- 
uterine death=1-55 per cent. Of these 26-94 per cent 
were full-time and 73-06 premature. The frequency of 

intra-uterine death increases with the age of the mother 
from 1-14 per cent under 20 to 4-69 per cent over 40, 
but there was no significant difference between primi- 
gravidae and multigravidae. There is a slight rise in 
frequency up to the 8th pregnancy and then a small but 
definite rise in subsequent pregnancies. The sex of the 
foetus makes little difference to the frequency of intra- 
uterine death which is highest when the foetus weighs 
600-990 g. 

There is a full discussion of the causes of intra-uterine 
death and a breakdown of the cases under the following 
headings: foetal causes, maternal causes, materno-foetal 
causes and unknown causes. 

Toxaemia of pregnancy was assessed as the most 
frequent cause but a high percentage fell into the un- 
known group (22-04 per cent). Many women with intra- 
uterine death of the foetus give a history of late menarche 
and irregularities of the menses. In multigravidae there 
is often a history of previous abortion or intra-uterine 
death. The placenta-foetus weight ratio is often abnormal. 

Of the 1,801 cases, 33-4 per cent delivered normally, 
39-03 per cent required induction of labour and 27-43 
per cent needed operative interference, a great variety of 
manceuvres being listed. Long retention of foetus 
diminishes the incidence of post-partum haemorrhage 
but increases puerperal morbidity though in no case was 
maternal death caused thereby. Considerable statistical 


details are given. 
D. M. Sheppard 


252. Intra-uterine 


Electrocardiography 
encephalograph. (Richerche di elettrocardiografia fetale 
endouterina a mezzo dell’elettroencefalografo.) 

By G. Veccuietti. Minerva ginec., Torino, 7, 187-193. 
Mar. 15, 1955. 9 figs. 46 refs. 


Hitherto there have been three methods available for 
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recording the foetal heart before birth. Of these, direct 
cardiography is only very exceptionally possible where 
the lie of the foetus is transverse with its chest wall 
pressed against the uterus anteriorly. A more generally 
available method is electro-phonetic recording, and the 
third (less satisfactory because technically more difficult) 
is with the electro-cardiograph. 

This article details a further method utilizing an 
electro-encephalograph with eight leads, recording both 
the maternal and the foetal currents on the same tracing. 
Clear foetal recordings were obtained in all of 27 cases 
at 6 months of pregnancy and over, including one case 
each of hydramnios and of twins; in one woman a 
positive record was obtained at 3 months of pregnancy. 
In this latter case, and occasionally in others, a vaginal 
lead-terminal was necessary. 

It is suggested that such recordings may be of use for 
the following purposes: 

(1) To demonstrate that the foetus is living, at a time 
when the foetal heart cannot be heard by usual means. 

(2) To prove multiple pregnancy [other means would 
be more conclusive]. 

(3) To establish the presentation [one would reject this 
indication]. 

(4) To record anomalies of foetal heart action. 

(5) In connexion with research upon the influence on 
the foetal heart of drugs administered to the mother. 

W. C. Spackman 


253. Therapeutic Evaluation of Citrus Bio-Flavonoids 
in the Prevention of Erythroblastosis. 

By G. C. RoGers and J. M. FLeminc. West. J. Surg. 
Obstet. Gynec., 63, 386-388. June 1955. 19 refs. 

The author reports the use of vitamin P during the 
antenatal period of 2 Rhesus-sensitized mothers. Neither 
of the infants was affected, one being Coombs negative. 

[The details given are not very convincing.] 

D. C. A. Bevis 


Haemolytic 

By G. A. KELsaLt and G. H. Vos. Lancet, 2, 161-164. 
July 23, 1955. 3 tables. 14 refs. 

The authors point out that a number of authorities 
maintain that premature induction of labour in cases of 
haemolytic disease of the newborn is followed by a lower 
survival-rate than if the pregnancies are allowed to 
terminate spontaneously. In this paper, however, they 
seek to show that the overall mortality-rate can be 
lowered by the premature induction of labour at the 
optimal time after 35 weeks gestation, followed when 
necessary by exchange transfusion. Their aim is to have 
the foetus in utero for as long as possible consistent with 
a harmless antibody titre in the mother. They state that 
in exchange transfusion the blood used should be freshly 
collected, warm and heparinized rather than using 
citrated blood which is dangerous and may be fatal when 
used for premature infants. 

Hi. H. Fouracre Barns 
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REVIEW OF CURRENT LITERATURE 


255. The Experimental Production of Pulmonary 
Hyaline-like Membranes with Atelectasis. 

By T. D. De and G. W. ANDERSON. Amer. J. Obstet. 
Gynec., 68, 1557-1567. Dec. 1954. 4 figs. 2 tables. 6 refs. 

Though several methods used to produce hyaline 
membrane experimentally have been successful in so far 
as production of the membrane is concerned, they have 
rarely succeeded in producing the atelectasis that is 
always associated with it in newborn infaiuts. This paper 
records the results of experiments on adult and neonatal 
rats and guinea pigs using (1) varying concentrations of 
oxygen under normal and raised atmospheric pressure, 
(2) vagotomy with and without oxygen poisoning, (3) 
carbon dioxide poisoning, (4) oxygen poisoning with 
bronchial obstruction. 

It was found that, while the membrane could be pro- 
duced by all these methods in adult animals, there was 
scarcely any associated atelectasis. Newborn guinea pigs 
and rats, however, whether premature or full time, react 
to oxygen poisoning with the full picture of hyaline-like 
membrane plus atelectasis in the majority of cases. This 


“suggests some special predisposition on the part of the 


newborn lung to this entity. 
F. J. Browne 


256. Fractures of the Extremities in the Newborn. 

By E. T. Mapsen. Acta obstet. gynec. scand., 34, 41-74. 
1955. 24 figs. 61 refs. [In English.] 

During the 20-year period 1920 to 1949, 786 fractures 
of the extremities were observed among 105,119 infants 
born at the obstetric departments of Copenhagen 
University Hospital, an incidence of 0-75 per cent; if 
the 726 fractures of the clavicle are excluded, there only 
remain 60 fractures of the long bones, or 0-056 per cent. 

Diagnosed fractures of the clavicle constitute 92-4 
per cent of alli fractures in the author’s material, but the 
actual incidence may be still higher as a number of such 
fractures may escape detection. 97-8 per cent of fractures 
of the clavicle occurred in cephalic presentations and 
only 2-2 per cent in breech presentations. The anterior 
clavicle was affected about 6 times as often as the 
posterior. The fracture was usually situated between 
the middle and lateral thirds of the bone. The prognosis 
was excellent, even without treatment, the callus be- 
coming solid in about a week. 

There were 37 fractures of the humerus, 20 fractures of 
the femur, and 3 of the bones of the lower leg. Those of 
the humerus and the femur occurred most frequently 
as the result of obstetric mancenvres such as bringing 
down the arm, version and breech extraction, foetal size 
and maturity. The age, parity and size of the pelvis of 
the mother were of no significance in the incidence of 
these fractures. Fractures of the lower leg, on the other 
hand, were due to congenital faults of ossification. The 
site of the fractures of the humerus was usually in the 
middle of the shaft; these fractures were transverse and 
there was antero-lateral angulation. Fractures of the 
femur were usually situated between the upper and middle 
thirds of the shaft; these fractures were oblique with 
antero-lateral angulation and with shortening of at least 
one-fifth of the length of the bone. Fractures of the lower 
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leg were found in the lower third of the bone, with 
anterior angulation. 

As treatment, the author favours Spitzy’s U-shaped 
splint for the humerus, and Watson-Jones’s suspension 
frame for the femur. 

The clinical prognosis was excellent for the humerus, 
good for the femur (though it frequently took 2 years for 
the injured bone to attain the length of the opposite 
one), and poor for the “‘congenital” fractures of the 
lower leg. Follow-up examination of 26 patients who had 
sustained fractures of a long bone at birth showed that 
the site of the fracture was almost always radiographically 
detectable even after 30 years. 

[The author is probably right in thinking that the high 
incidence of fracture of the clavicle in his material may 
be due to lack of gentleness in delivering the anterior 
shoulder. ] 

N. Alders 


257. The Etiology of Cerebral Palsy. 

By N. J. Eastman and M. DeLeon. Amer. J. Obstet. 
Gynec., 69, 950-961. May 1955. 11 tables. 5 refs. 

In the United States there are about 3-5 cases of 
cerebral palsy per 1,000 births; in other words any 
obstetrical service that delivers 3,000 infants a year 
probably turns out 10 to 18 infants annually who later 
develop cerebral palsy. 

The authors review the obstetrical records of 96 infants 
born in Johns Hopkins Hospital and who later developed 
cerebral palsy. Generally speaking the results suggest that 
obstetric trauma is responsible for only a small pro- 
portion of the cases. 

The condition at birth was noted as “poor” in 41 
per cent as compared with 2 per cent in a control series 
of well babies, while in an extremely high proportion 
the onset of respiration had been delayed longer than 2 
minutes; in 13 per cent breathing did not start for 6 
minutes or more as compared with 1 in 300 of the 
controls. 

The best attested factor in aetiology was premature 
birth, which occurred in 35 per cent—about 6 times the 
usual frequency; but there was reason to believe that in 
some of these uterine bleeding from placental separation, 
causing foetal anoxia, was the immediate cause of the 
palsy rather than the prematurity per se. On the other 
hand, in 23 of the 30 prematures there had been no 
uterine bleeding and the evidence indicates that in this 
large proportion the subsequent development of cerebral 
palsy is in some way attributable to the prematurity 
itself. There was evidence too that the greater the degree 
of prematurity, the greater was the risk of cerebral palsy. 

Prolonged neonatal fever (100° F. for 3 or more days) 
was 20 times more common in the palsied infants than 
in the controls. Mechanical trauma is unquestionably 
responsible for a certain number of cases of cerebral 
palsy, but the role it plays is certainly much less than has 
hitherto been thought. The incidence of breech delivery, 
mid-forceps delivery, shoulder dystocia and of a second 
stage over 3 hours was higher than in the controls. 
Foetal distress was noted in labour 4 times more often 
than in the control group, but post-maturity was no 
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more frequent, while age, parity, syphilis, virus infection, 
Rh factor, type of pelvis and total duration of labour did 
not seem to make any difference. Four of the cerebral 
palsy cases had been delivered by Caesarean section, but 
in 3 of these the membranes had been long ruptured, and 
in 1 there was outright intra-partum infection. Two of the 
mothers in the cerebral palsy series had suffered from 
shock and fall of blood pressure during induction of 
anaesthesia. “It would be reasonable to believe that the 
graver types of anaesthesia accidents, particularly when 
associated with maternal cyanosis and/or pronounced 
drops in blood pressure might be responsible for a small 
minority of cases of cerebral palsy.” 

[As shown in this paper the most common cause of 
cerebral palsy is prematurity even without any ante- 
cedent ante-partum haemorrhage. The cerebral veins of 
premature infants are so fragile that the mildest asphyxia 
during birth, causing engorgement of the veins is enough 
to rupture them. The resulting haemorrhage is often in 
the 2 lateral ventricles, from the choroid plexus, where it 
is probably always fatal. But the haemorrhage may be 
elsewhere and is not infrequently over the cerebral cortex. 
The prevention of cerebral palsy is largely a matter of 
preventing birth trauma and premature birth.] 

F. J. Browne 


258. Retrolental Fibroplasia in the United Kingdom. 
A Report to the Medical Research Council by their 
Conference on Retrolental Fibroplasia. 

Brit. med. J., 2, 78-82. July 9, 1955. 20 refs. 

The investigation took place between October 1951 
and May, 1953, and was to establish the aetiology and 
incidence of retrolental fibroplasia. There were 1,095 
babies of 4 pounds (1,800 g.) or under, who survived at 
least 2 months, and form the basis of the report. Of these 
84 (7-7 per cent) showed evidence of retinopathy. In 39 of 
these cases the fundi returned to normal but in 45 (4-1 
per cent of the total) one or both eyes were permanently 
affected with almost certain severe loss of vision. 


Aetiology 


Maternal factors. No evidence was forthcoming that 
the age of the mother, syphilis, Rhesus factor, illness 
during pregnancy, nor the cause of prematurity had any 
influence in the production of retrolental fibroplasia 
but figures suggested that bleeding during pregnancy has 
a real association with the condition. Other works have 
found that parity, maternal diet, weight gain, medication, 
course of labour and family history are irrelevant. 

Foetal factors. No seasonal incidence was found. The 
more premature the baby the more likely was it to suffer 
from retrolental fibroplasia and it was found that boys 
were more often affected than girls in all weight groups 
(apparently boys are more immature than girls for a 
given birth weight). There appears to be a relationship 
between anoxia and the development of retinopathy. 
This, in turn, may be related to the occurrence of bleeding 
in pregnancy. The use of oxygen predisposed to retino- 
pathy and, except in 2 cases, at least 5-days treatment 
with oxygen was necessary to produce the disease. The 
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longer the treatment was carried out, the more likely 
became the occurrence of retinopathy. 

The incidence of retinopathy was low in units which 
administered little oxygen, yet the infant survival rate 
was not inferior to that experienced by units using more 
oxygen. 

No obvious factors contributing to regression of 
retinopathy were found. Time in oxygen, method of 
withdrawing oxygen, sex and method of feeding seemed 
to have no bearing on this, but the more premature 
babies apparently had a better chance of regression. 

Clinical features and ophthalmoscopic appearances of 
the retinopathy are described. 

Treatment of retinopathy by return to oxygen and 
the use of corticotrophin was tried with inconclusive 
results. (Forty-four per cent of cases regressed 
spontaneously.) R. W. Grayburn 


259. Incidence of Retrolental Fibroplasia in England 
and Wales in 1951. 

By J. T. Boyp and K. M. Hirst. Brit. med. J., 2, 
83-85. July 9, 1955. 2 refs. 

The enquiry was undertaken on behalf of the Ministry 
of Health. Particulars were obtained from all local 
authorities in England and Wales of babies weighing 
4 pounds 6 ounces (2,000 g.) or less, born in 1951 and 
surviving at least 2 months. There were 6,926 such 
infants. Eighty-seven per cent had been born in hospitals 
(or in nursing homes) or had been transferred there 
within 2 months. Twelve per cent had been born at home 
and had not been transferred. Of the total number of 
infants 1-83 per cent had developed retrolental fibro- 
plasia. Each affected baby had been born in hospital 
or transferred to hospital within 2 months. No baby born 
at and remaining at home developed the disease. This 
indicated that treatment in hospital had some bearing on 
the aetiology of retrolental fibroplasia. The incidence of 
the disease in babies born or transferred to hospital was 
2-1 per cent. If only babies weighing 4 pounds (1,800 g.) 
or less are considered, the incidence rate in “hospital” 
cases was 3-2 per cent, which may be compared with the 
4-1 per cent of “‘blind” babies observed in the Medical 
Research Council’s enquiry (Abstract No. 258). 

It was found that the less an infant weighed at birth, 
the more likely was it to be affected by the disease. Males 
(2-7 per cent) were more often affected than females 
(1-6 per cent), and this was thought to be due to the fact 
that male infants are less mature than females of the same 
weight. Twin babies were affected no more and no less 
often than single babies of the same weight. The incidence 
of retrolental fibroplasia in the eleven regions of the two 
countries varied considerably, but the significance of this 


is not stated. 
R. W. Grayburn 
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260. Etiology of Lesions of the Female Genital Organs 
During Coition. 

By S. KRuKteREK. Gynaecologia, Basel, 140, 9-18. 
July 1955. 40 refs. [In English.] 


a 
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The author has collected 100 cases, 53 from the 
published literature and 47 from gynaecological clinics 
in Warsaw, where injury was caused to the female genital 
organs by coitus. It is pointed out that the lesions of 
defloration affect mainly the vulva and lower part of the 
vagina; these cases, 19 in all, form only a small part of 
the total. Of the others, many sustained injury after 
repeated coitus with the same man and some had borne 
children. It is therefore probable that structural faults 
in the vagina are not the main cause of such injury. The 
lesions are most frequently located on the posterior 
vaginal wall; appear to be due to bursting of the vagina, 
following cramp in its wall caused by too frequent and 
violent coitus. 

The lesions were grouped according to the time of year 
they were sustained and it was found that there was a 
general increase during the spring and summer with the 
peak occurring in the month of June. This corresponds 
with a similarly raised incidence of acute psychoses, 
attempts at murder, suicides and, in particular, sexual 
offences. These lead to the conclusion that seasonal 
excessive sexual impulses are the main factors in causing 
lesions during coitus. 

The figures quoted apply to countries in the temperate 
zone of the northern hemisphere. Work is quoted from 
South America (Krapf, quoted by Gruhle, H. W. V. 
(1940), Selbstmord. Leipzig) which appears to show that 
in temperate zones of the southern hemisphere the annual 
frequency distribution of acute psychoses, murderous 
attacks and suicides is the reverse of ours. 

Josephine Barnes 


261. A Ten Year Study of Treatment and its Results 
in Intractable Pruritus Vulvae. 

By W. J. Reicu and M. J. Necutow. Amer. J. Obstet. 
Gynec., 69, 94-100. Jan. 1955. 6 figs. 

This is a report on the treatment of 228 cases of 
intractable pruritus vulvae without any demonstrable 
pathology, by injecting a local anaesthetic. 

The vulva is not shaved but is washed with liquid 
detergent or soap and water. With preliminary local 
anaesthesia a large spinal needle is used to inject an oil 
mixture, “Zylcaine” (procaine, 1-5 per cent; butesin, 
6 per cent; benzyl alcohol, 5 per cent; and peanut oil), 
5 to 10 ml. being injected into each labium, increasing 
this amount by 2-5 to 5 ml. for the supraclitoral and 
recto-vaginal areas. Relief or cure follows in 1 to 8 
weeks. One injection is usually enough but occasionally 
2 or even 3 may be needed. Of the 228 cases relief or cure 
resulted in 92 per cent. 

F. J. Browne 


to 
Conditions in 
Gynaecology. (L’apport de |l’électro-encéphalogramme 
dans I’étude des états neuro-endocriniens en gynécologie.) 
By J. Faure and J. MaGenpie. Gynéc. Obstét., 54, 
245-260. 1955. 7 figs. 
The difficulty of interpreting and treating psycho- 
neuro-endocrinological disorders seen in gynaecology 
led the authors to combine, with clinical examinations, 
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the use of a hormone schedule, and specialized electro- 
encephalography. They present the results obtained by 
these methods and assess them in the light of similar 
results obtained by experimental work done on animals. 

One hundred women were studied over a period of 3 
years. These were attending for various gynaecological 
complaints, associated in some cases with epilepsy, 
neuroses, psychoses, and visceral crises. Whatever they 
were, a common bio-electric characteristic always 
accompanied the physical signs. With the knowledge of 
the encephalographs and their variations, it was possible 
to make a more precise diagnosis and prognosis. 

The correlated electro-hormonal studies led the 
investigators to formulate a neuro-endocrinal syndrome, 
and a line of therapy essentially metabolic rather than 
hormonal. 

D. Maxwell 


263. Endocrine Allergy. 

By T. WaHLEN. Acta obstet. gynec. scand., 34, 162-170. 
1955. 2 figs. 24 refs. [In English.] 

Cutaneous tests with steroid hormones were carried 
out at Malmé, Sweden, on 35 women between the ages 
of 18 and 35 years who were suffering from severe pre- 
menstrual or menstrual complaints of supposedly 
allergic nature, such as urticaria, prurigo, acne, vomiting, 
diarrhoea, migraine, vasomotor rhinitis. 0-1 ml. of the 
patient’s serum to which had been added hormone 
(oestrogen, progesterone, or testosterone) was injected 
intradermally. The development of a wheal at least 
8 mm. in diameter or of reddening at least 30 mm. in 
diameter, and persisting for at least 30 minutes after the 
injection was said to be positive. 

Twenty-nine out of the 35 cases were positive. Fifteen 
patients were sensitive to oestrogen, 6 to progesterone, 
and 5 to testosterone; 3 were sensitive to all the three 
steroids. 

In 26 of the patients with positive cutaneous tests, 
attempted desensitization by subcutaneous injection of 
hormone solutions in the patient’s serum resulted in 
complete relief in 9 and in distinct improvement in 10; 
there was no improvement in 7 patients. 

Further investigations will be directed towards finding 
out if the hypersensitivity is one to steroid hormones 
themselves or to reaction products between these 
hormones and constituents of the serum. 

N. Alders 


264. The Gynecological Aspects of Adrenal Hyper- 
plasia and Allied Disorders. 

By H. W. Jones and G. E. S. Jones. Amer. J. Obstet. 
Gynec., 68, 1330-1365. Nov. 1954. 16 figs. 3 tables. 
25 refs. 

In this paper the various degrees of female pseudo- 
hermaphroditism are reviewed. Examination of the 
adrenals from 17 cases showed that in all the reticular 
zone was hyperplastic, and contained excessive lipid, 
whereas the zona fasciculata, which is believed to be the 
source of cortisone, was defective. On the assumption 
that deficiency of cortisone allows over-production of 
A.C.T.H. which stimulates the zona reticularis—the 
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probable site of production of masculinizing compounds, 
cortisone therapy, 50 mg. intramuscularly daily for 1 
month, and then 25 mg. daily, is indicated and gives 
good results. Ovulation and menstruation have occurred, 
and even pregnancy, but on hirsutism there was little or 
no effect. The possibility of menstruation and pregnancy 
makes reconstruction of the vagina necessary. The 
embryology and anatomy of the various genital abnor- 
malities are discussed, and the steps of the operative 
procedures described and profusely illustrated. 
[This is a valuable paper and deserves careful study.} 
F. J. Browne 


265. Hazards in the Intravaginal Use of Potassium 
te. 


By A. C. Lammert and R. B. Scorr. Amer. J. Obstet. 
Gynec., 68, 854-859. Sept. 1954. 2 figs. 14 refs. 

Potassium permanganate is used not infrequently 
either as a tablet inserted in the vagina or in the form of a 
vaginal douche to induce abortion or cure a vaginal 
discharge. It may cause ulceration of the vagina and 
cervix and severe vaginal bleeding, followed in some cases 
by scarring and occlusion. The authors describe 14 cases 
seen at the University Hospitals, Cleveland, in the last 
22 months. In one case the cervix had been nearly com- 
pletely eroded away, and 4 required suture ligation to 
control bleeding. Two deaths have been reported from 
circulatory collapse due to the severe local injury. Appar- 
ently even a douche is dangerous because tablets dissolve 
very slowly and fragments may pass through the douche 
into the vagina where they act as a powerful caustic 
by release of nascent oxygen. The authors are of opinion 
that the dangers of the intravaginal use of potassium 
permanganate outweigh any possible advantages, and 
that its use in gynaecology and obstetrics should be 
discontinued. 

F. J. Browne 


DISORDERS OF FUNCTION 


266. Pelvic Congestion. Its Place in Syndromes of 
Ovarian Dysfunction. (La congestion pelvienne. Sa 
place dans les syndromes de dyssynergie ovarienne.) 

By C. Roman. Gynéc. prat., 6, 105-119. 1955. 

The author feels that pelvic vascular congestion is a 
common lesion, either alone, or underlying other 
gynaecological disorders. 

The symptoms of this lesion are protean. Pain in the 
lower abdomen and back are common as are leucor- 
rhoea and dyspareunia. Menstrual disturbances of 
almost any variety may occur and premenstrual or 
menstrual dysmenorrhoea may be associated. The pre- 
menstrual syndrome is an almost constant feature. 

Examination reveals a bulky, soft uterus with a tender 
fundus. The ovaries are often enlarged and may be 
prolapsed. Tenderness of the utero-sacral ligaments is a 
frequent feature. Speculum examination may show 
congestion of the vaginal skin and a glarey mucoid 
discharge. The condition is often associated with haemor- 
rhoids and varicose veins of the legs. 
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If operation is undertaken in these cases, the findings 
are of an oedematous uterus with varices in the broad 
and infundibulo-pelvic ligaments. Multiple small func- 
tional cysts are seen in the ovaries. 

His observations have led the author to believe that 
the condition occurs in women with a hereditary trait, 
but that it is almost always precipitated by pregnancy. 
It does however appear frequently in the pre-menopausal 
woman. Infection is not thought to be an important 
aetiological factor, but a cervicitis is a common con- 
comitant. 

The clinical course is prolonged and lasting relief is 
usually only found after the menopause. The author 
draws attention to the syndromes because he feels it is 
often confused with other gynaecological lesions, such as 
sclerocystic ovaries and endometriosis. He maintains 
that differentiation should be possible and would avoid 
much unnecessary and unavailing operative intervention. 

Although numerous authorities are quoted, there is no 


table of references. 
Geoffrey Dixon 


267. Treatment of the Premenstrual Syndrome. Value 
of Ethisterone, Mephenesin and a Placebo Compared. 

By G. I. Swyer. Brit. med. J., 1, 1410-1412. June 11, 
1955. 3 refs. 

The author, from the Department of Obstetrics, 
University College Hospital, wished to compare the 
value of ethisterone, of mephenesin (““myanesin"’) and 
a placebo in the relief of the pre-menstrual syndrome. 
Other writers had reported that mephenesin was of value 
in relieving tension states, and the author felt it was 
probable that psychological factors, leading to the 
tension-pain syndrome, might play an important part 
in the pre-menstrual syndrome. 

Twenty-four patients were chosen for the experiment. 
The scheme employed consisted of four groups of tablets: 
ie., placebo, ethisterone 10 mg., mephenesin 0-5 g., 
and ethisterone 10 mg. with mephenesin 0-5 g. All the 
tablets looked alike. Each patient had the treatments in 
successive months, in random order. They were told to 
take one tablet 5 times a day for 10 days, starting on the 
15th day of the cycle. The effect of treatment was scored 
++ if symptoms were completely relieved; + if there 
was incomplete improvement; 0 if unchanged, and — if 
made worse. 

Assessment of the value of different treatments was 
made more difficult by the variability of symptoms from 
patient to patient and in the same patient from cycle to 
cycle. Results suggested that both ethisterone and 
mephenesin have some value in the treatment of the 
pre-menstrual syndrome, but neither will help more than 
about 60 per cent of patients. The combination of 
mephenesin and ethisterone was no better than either 
substance alone. The placebo, though less effective, 
appeared to be of some value. About 90 per cent of 
patients benefit from either ethisterone or mephenesin. 
Where ethisterone fails, mephenesin might be considered 
as an alternative. 

Eileen Wilson 
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268. The Stein-Leventhal Syndrome. 

By I. F. Srem. West. J. Surg. Obstet. Gynec., 63, 
319-323. June 1955. 3 figs. 13 refs. 

The syndrome consists of secondary amenorrhoea, 
male type hirsutism, sterility, hypoplasia of the uterus 
and bilaterally enlarged symmetrical ovaries; the amenor- 
rhoea varies from a few months to 9 years but the 
sterility is almost invariable. In most cases the uterus is 
hypoplastic and in about half the cases the breasts are 
smaller than normal; the ovaries are 4—6 cm. in diameter, 
symmetrical, smooth, pearly-grey in colour with occas- 
ional cortical cysts. The maximum age group is 17-30. 
The aetiology is probably hormonal. Diagnosis may be 
made from the history and clinical findings but only 
in about half the cases can the enlarged ovaries be 
palpated. The use of gynecography has proved helpful: 
1 litre of carbon dioxide is introduced into the peritoneal 
cavity through the tubes or by transabdominal insuffla- 
tion, the patient is positioned with the pelvis uppermost 
and an X-ray taken. The procedure has proved safer 
and more useful than culdoscopy, 3,000 patients have 
been examined without serious complications. When the 
diagnosis is established, bilateral wedge resection of the 
ovaries is undertaken; hormonal and radiation therapy 
are not required pre- or post-operatively. 

In 26 years 90 women have been treated: 64 complained 
of infertility and 57 became pregnant (89 per cent). 
There have been no recurrences of polycystic ovaries 
but 3 patients required further surgery for unspecified 
complications. A diagnostic curettage may be performed 
to exclude endometrial carcinoma but the author stresses 
that this has nover been found in association with the 
syndrome. 

D.C. A. Bevis 


269. Polycystic Ovaries and Amenorrhea. 

By R. L. Haas and G. M. Ritey. Obstet. Gynec., 5, 
657-668. May 1955. 13 refs. 

Twelve cases of the Stein-Leventhal syndrome are 
presented by the authors from Michigan. Stein and 
Leventhal (Amer. J. Obstet. Gynec., 1935, 29, 181) 
suggested that the characteristic features of the condition 
include amenorrhoea, some masculinization and bilater- 
ally enlarged ovaries containing multiple small cysts 
and having a thick tunica albuginea. 

In most of their cases, the authors attempted F.S.H. 
and oestrogen assays. The age varied from 18 to 28. 
Most cases had amenorrhoea. The degree of hirsutism 
varied from none to marked. Seven patients were treated 
by wedge resection of the ovaries, and in 6 the operation 
was followed by ovulatory periods. Four conceived 
subsequently. In the group of 5 who were not operated 
on, 1 had oestrogen withdrawal bleeding and then 
reverted to amenorrhoea, 1 had normal periods after 
hormone therapy for a while, and 3 who were obese 
resumed regular ovulatory menses after weight reduction 
alone 


The following criteria are suggested for the selection 
of patients who may benefit from wedge resection of the 
ovaries: acyclical ovarian function, normal excretion 
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levels of pituitary gonadotrophin, oestrogen excretion 
within normal limits and ovaries enlarged. 
J. G. Dumoulin 


270. Membranous Dysmenorrhea: Studies in Etiology 
and Treatment. 

By R. B. GreensLatr, D. O. Hammonp and §. I. 
CLARK. Amer. J. Obstet. Gynec., 68, 835-844. Sept. 1954. 
5 figs. 13 refs. 

It was found accidentally that administration of 50 
to 75 mg. of progesterone daily for 31 days was followed 
by the passage of an endometrial decidual cast accom- 
panied by pain resembling that of membranous 
dysmenorrhoea. This lends support to the theory that 
membranous dysmenorrhoea represents a_ hyper- 
gestational response. The authors cured 2 cases of this 
disorder by suppressing ovulation for 1 year by the 
continuous administration of oestrogens, and inter- 
spersing small doses of progesterone for 5 days at 
monthly intervals to induce withdrawal bleeding. 
Androgens were less effective but gave some relief. 

F. J. Browne 


271. Clinical and Laboratory Study of Hyperfolli- 
culinism. (La nostra esperienza clinica e di laboratorio 
nell’iperfolliculinismo relativo.) 

By M. GIARDINELLI and L. CAvAGNINO. Minerva 
ginec., Torino, 7, 257-262. Mar. 31, 1955. 31 refs. 

Cases of menometrorrhagia and of hypomenorrhoea 
due to hyperfolliculinism are considered. The diagnosis 
as to this cause is made chiefly by study of vaginal smears 
corroborated in most cases by other tests, thermal, 
endometrial biopsy, pregnanediol excretion. Of 32 cases 
of menometrorrhagia 24 were considered as due to 
excess of folliculin. In 7 cases uterine hypoplasia was 
noted. Four married women were sterile. Of 49 cases of 
hypomenorrhoea only 11 (22-5 per cent) were considered 
as due to excess of folliculin, A few of these had had a 
preceding period of menorrhagia. 

It is claimed that the extent of hyperfolliculinism is 
proportional to the degree of oligo- or a-luteinism and 
that a permanent cure is dependent on re-establishment of 
ovulation, which cannot be effected by any of the methods 
as yet known. A temporary improvement can be obtained 
by resection or ablation of small-cystic ovarian tissue, and 
often also by transfusion of blood especially that of 
pregnant women, whilst as is so well known the symptom 
often gives place to normal menstrual periods with 
normal ovulation in the juvenile type of case, perhaps 
aided by measures for improving general health. 

W. C. Spackman 


272. Intermenstrual Bleeding and Disorders of Haemo- 
static Function. (Ménométrorragies et troubles des 
fonctions vasculo-sanguines de I’hémostase.) 

By A. Ares and P. Izarn. Gynéc. Obstét., 54, 1-18. 
1955. 68 refs. 

Every abnormal uterine haemorrhage warrants a 
complete investigation to exclude blood clotting 
deficiencies. 

Intermenstrual haemorrhages not infrequently are the 
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cases of Willebrands disease, and 3 cases of Davis’s 
disease, and 1 of hypothrombinaemia with jaundice. 

Profuse and repeated uterine bleedings due to fibroids 
or ovarian dysfunction can be accompanied by a con- 
siderable lengthening of the bleeding time. 

Blood transfusion cures these haemorrhages and 
corrects the failing factor in the haemostasis of these 
patients. This is attributed to a deficiency in the platelets. 

D. Maxwell 


273. The Present State of Male Infertility. 

By J. McLeop. Proc. Inst. Med., Chicago, 20, 169-170. 
1954. 

There is no uniformity of opinion on the normal 
standards of male fertility. Too much stress has been 
Placed on the actual count and not enough on the 
quality of motility. There is evidence that pregnancy has 
occurred where counts have been low but motility good. 
There appears to be no reason why the period of con- 
tinence should be increased with the view to enhancing 
the chances of fertilization, if male fertility is not related 
to counts above a certain level. In those cases intercourse 
three times a week should be encouraged. 

J. H. Carver 


274. A Critical Analysis of Some Biochemico-physical 
Investigations to Determine the Fertilizing Capacity of 
Human Sperm. (Analyse critique de quelques recherches 
biochimico-physiques pour déterminer la capacité 
fécondante du sperme humaine.) 

By A. GiaroLa. Gynéc. prat., 6, 95-102. 1955. 3 figs. 
14 refs. 

As he feels that it is impossible to establish an index 
of the fertilizing power of seminal fluid by cytological 
methods, the author has investigated the metabolism of 
spermatozoa by means of the methylene blue test 
(dehydrogenation). He has also studied the resistance of 
sperms to a | per cent solution of sodium chloride and 
carried out estimations of the fructose, citric acid and 
acid phosphatase contents of seminal fluids, and lastly 
has observed the effect of altered pH onthe sperms. 

His results are, however, so variable that he concludes 
that none of the investigations is of any use as a fertility 


Geoffrey Dixon 


275. Varicocele in Subfertility: Results of Treatment. 

By W. S. Tuttocn. Brit. med. J., 2, 356-358. Aug. 6, 
1955. 3 figs. 

Investigation of the sub-fertile male partner of a 
barren marriage may reveal such aetiological factors as 
inflammatory conditions of the reproductive system; 
endocrine disturbances; failure of testicular develop- 
ment; traumatic and other conditions. 

The author has been impressed by the high incidence 
of varicocele in sub-fertile and sterile males. The vari- 
cocele was most commonly found on the left side. The 
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The effect of a varicocele on the germinal epithelium 
might be: 

(a) inadequate nutrition and oxygenation due to 
venous stasis and congestion, or 

(6) upset of the delicate temperature balance 
for adequate maturation of spermatozoa. As both 
testicles are necessarily at fault, the latter would appear 
most likely. 

Surgical treatment of varicocele has been unpopular 
hitherto owing to the great risk of damaging the spermatic 
artery. This hazard is obviated by high ligation of the 
testicular veins where they lie in lateral relationship to 
the external iliac artery. 

A series of 30 cases is presented. In 10 of these there 
was improvement of the sperm count and subsequent 
pregnancy 4-25 months after operation (2 cases of 
azoéspermia included). In 10 other cases the sperm counts 
were improved but pregnancy had not yet ensued. The 
remainder were regarded as failures. 

These results seem to justify surgical treatment of a 
varicocele by high ligation, when the condition is 
associated with sub-fertility. 

R. W. Grayburn 


INFECTIONS OF THE REPRODUCTIVE ORGANS 
276. Influence of Antibiotics on Pelvic Inflammatory 


Disease. 

By R. R. De Atvarez and D. C. Ficce. Obstet. Gynec., 
5, 765-772. June 1955. 6 refs. 

From King County Hospital, Washington, comes this 
report on the use of antibiotics in 80 cases of pelvic 
inflammatory disease. Tuberculous cases were excluded. 
The disease is primarily one of the earlier reproductive 
years. In those cases in which the bacteriology was 
assessed, 30 had a Bact. coli infection, 18 staphylococcal, 
16 each streptococcal and gonococcal. As the staphy- 
lococcus and coli-group may be found in the normal 
vagina, the significance of finding them is questionable. 
In view of these findings, the authors also question the 
justification in considering gonorrhoea the chief cause 
of pelvic inflammation. 

Most patients present only acute pelvic tenderness on 
admittance. Specific inflammatory masses are demon- 
strated later. 

Penicillin was the primary drug used, but 31 cases were 
given, in addition, one of the broad-spectrum anti- 
biotics. Surgery was reserved for those cases in whom 
there was a clinical suspicion of neoplasm, where anti- 
biotic treatment failed or where appendicitis was a 
possibility. When surgery was used because medical 
treatment failed, total removal of uterus and adnexae 
was performed. Less than 10 per cent required surgery. 

The average stay in hospital was 13 days. The tempera- 
ture usually settled in 2 days. Twenty-one cases (26 per 
cent) required further treatment after leaving hospital. 

J. G. Dumoulin 


277. Known and Possible Effects of Cervical Electro- 
coagulation. (Résultats certains et perspectives de 
Pélectro-coagulation métrocervicale.) 

By E. Berutti. Gynéc. prat., 6, 167-172. 1955. 
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The technique described in this article is a slight 
modification of that of Marcel in that the author has 
found it useful to combine the electro-coagulation with 
systemic antibiotic therapy. When clinical healing has 
occurred, the patency of the cervical canal is ensured by 
passing dilators up to the size of Hegar 5-6. 

He believes that electrocoagulation is the therapy of 
choice in the treatment of chronic cervicitis. 

Chronic cervicitis should be treated whenever detected, 
because, in addition to the well recognized symptoms, 
it is a more common cause of infertility than is generally 
realized. It is also possible that a chronically infected 
cervix may act as a focus of infection and be responsible 
for an infinite variety of clinical syndromes of obscure 
aetiology. Finally, this treatment of cervicitis is com- 
mended as a practical step in the prophylaxis of cervical 
carcinoma. 

The author’s views are based on his observations in 23 
years of hospital and private practice, during which time 
he has treated over 1,000 such cases. The only untoward 
result in his cases was one in which a Caesarean section 
was required because of cervical stenosis. This may have 
been due to the pregnancy occurring too soon after the 
coagulation. 

Geoffrey Dixon 


. 278. Latent Genital Tuberculosis. (Tuberculose génitale 
tente.) 

By P. FUNCK-BRENTANO and J. DaLsace. Gynéc. prat., 
6, 161-166. 1955. 6 figs. 

This article presents a detailed case history of a woman 
of 28 years, who during investigation of her complaint 
of infertility, was found to have a bilateral hydrosalpinx 
on hysterosalpingography. Her previous history was 
negative apart from a chronic cervical lymphadenopathy. 
A bilateral salpingostomy was performed using Polloson’s 
technique. Although the nature of the lesion was not 
suspected at the time of laparotomy, histological examina- 
tion of the fragments of tube removed showed it to be 
tuberculosis. Therapy with streptomycin and P.A.S. was 
given but, although the tubes were patent to insufflation 
for some 17 months after the operation, there was 
evidence of increasing stenosis. Hysterosalpingograms 
performed at about 2 and 3 years after the operation 
showed, once again, a bilateral hydrosalpinx. 

During the first 6 weeks after operation a pre-menstrual 
endometrial biopsy showed no evidence of tuberculosis, 
but a repeat biopsy performed 2 years after operation 
and after the tubes had again become occluded showed 
strong evidence of tuberculosis in the endometrium. 

All the investigations were undertaken under a cover 
of streptomycin and penicillin and the authors feel that 
it is safe to practise insufflation, hysterosalpingography 
and endometrial biopsy on known and suspect cases of 
genital tuberculosis if this precaution is taken. 

Geoffrey Dixon 


279. Role of Hysterosalpingography in the Diagnosis 
of Genital Tuberculosis in Women. 

By O. YLINEN and C.-E. JoHANSON. Ann. chir. gynaec. 
fenn., 44, 7-49. 1955. 24 figs. 33 refs. 


993 


Thirty per cent of all cases of genital tuberculosis in 
the gynaecological clinics of Helsinki University were 
examined by hysterosalpingography. There were 120 
X-ray pictures obtained from 99 patients. In only 9 
patients with tuberculous salpingitis did the contrast 
medium enter the tubes. Reference is made to Ekengren 
and Ryden’s (Acta radiol., Stockh., 1950, 34, 193; 
1951, 36, 485) classification of tubal appearance and the 
author’s work confirms this when the tubes are visualized. 
Calcified lymph nodes and ovaries are significant of 
tuberculosis. Filling defects of the uterus denote endo- 
metrial tuberculosis. Five cases of cervical tuberculosis 
were diagnosed by filling of the cervical glands with 
contrast medium. Uterolymphatic and uterovenous 
intravasation of the medium was seen but is not con- 
sidered more likely in tuberculosis than in other condi- 
tions where salpingography is used. It appears to have 
no deleterious effects where water soluble media are 
used. Three out of 38 cases where oily media were used 
showed complications, one serious. Two out of 100 cases 
with water soluble media showed mild tubal irritative 
symptoms only. The authors consider that uterosalpingo- 
graphy is useful in the diagnosis of tuberculosis but of 
no value in the assessment of the progress of | nservative 


treatment. 
D. M. Sheppard 
280. The Interpretation of Salpingographic Signs of 


Tuberculosis. 

By T. WaHLEN, L. WeHLIN and N. Zippis. Acta 
obstet. gynec., scand., 34, 171-188. 1955. 14 figs. 15 refs. 
{In English.] 

Re-examination of all the hysterosalpingograms taken 
at Malmé (Sweden) General Hospital during the 6-year 
period 1948-1953 revealed that 1,138 showed signs of 
some pathological condition, and that in 44 of them 
(group A) there were signs generally accepted as charac- 
teristic of tuberculosis, namely (i) club-shaped occlusion 
at the isthmo-ampullary junction or in the proximal part 
of the ampulla, with or without rigidity of the isthmus, 
(ii) multiple strictures of the isthmus and/or the ampulla, 
(iii) uneven or ragged outline, with or without irregularly 
shaped filling-defects in a tube either of normal width or 
moderately dilated, (iv) extensions or diverticula from the 
lumen of the ampulla, (v) tubal calcification. Thirty- 
seven of these 44 cases had been investigated completely. 
Tuberculous salpingitis was verified 29 times, definitely 
non-tuberculous changes were found 3 times, and in the 
remaining 5 cases the diagnosis could not be established 
with certainty. 

A further 34 salpingograms (group B) revealed signs 
which are occasionally seen in association with tuber- 
culous salpingitis, namely (i) moderate sactosalpinx of 
smooth outline and hypertrophic, irregular mucosal 
outline, (ii) moderate sactosalpinx of even outline with 
hypertrophic longitudinal mucosal folds. 

Nineteen of these 34 cases had been investigated 
completely; tuberculous salpingitis was verified 4 times, 
salpingitis without signs of tuberculosis was found 14 
times, and in the remaining case pregnancy occurred soon 
after the hysterosalpingogram had been taken. 
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It is concluded that the finding of signs of either 
group A or B indicates complete clinical examination 
for tuberculosis. If the changes belong to group A and 
are bilateral, tuberculosis must be assumed even if 
clinical investigation fails to prove its existence. If, 
however, the changes are those of group B and further 
investigation fails to provide evidence of tuberculosis, 
the possibility of genital tuberculosis can be dismissed. 
A normal hysterosalpingogram is sufficient to exclude a 
diagnosis of genital tuberculosis. 

N. Alders 


281. How is the Problem of Genital Trichomonas 
Developing? (Comment évolue le “probléme” de la 
trichomonase génitale ?) 

By G. CHAPPAZ, CHATELLIER, BAZELAIRE and GRUET. 
Gynéc. Obstét., 54, 87-113. 1955. 

Incidence. Cumulative statistics show enormous 
variation in figures in pregnant and non-pregnant women. 
In the first group Rakoff gives 91 per cent and Brumpt 
10 per cent. In the second, non-pregnant, group 
Rodecourt gives 88 per cent and Kleegman 9 per cent. 
The writers hold that the trichomonas is a frequent 
inhabitant of the female genital tract and that it is 
accidentally found in women who are apparently 
symptomless and healthy. It is in fact, however, the 
causal agent of many cases of vaginitis. 

Identification. The writers stress the importance of 
fresh unstained preparations on a warm slide, and above 
all looking for the movements of the flagella. There 
appears to be no concensus of opinion regarding staining 
methods. Three types of trichomonas with 4 flagella in 
the human species are described: 

(a) Trichomonas vaginalis of the urogenital tract. 

(6) Trichomonas tenax of the mouth. 

(c) Trichomonas intestinalis or hominalis 

intestine. 

Sources of Infection. Non-gonococcal urethritis in men 
is more and more widespread and in their opinion the 
Trichomonas vaginalis is the cause in 10-20 per cent, 
leading to their conclusion that infection not infrequently 
occurs at coitus. On the other hand French venereologists 
report that prostitutes relatively rarely suffer from 
trichomonas infection. 

Treatment. Two principles are essential: the first to 
destroy the parasite as far as possible, and the second to 
re-establish the biological condition in the vagina such 
as to prevent aggressive action of the organism. The 
writers believe that this can be done by using oestrogens 
first and then introducing very active strains of the 
Doederlein bacillus into the vagina. 

D. Maxwell 


of the 


282. The Treatment of Trichomonas Vaginalis with 
(Leczenie rzesistkowego zapalenia 
pochwy zwiazkiem rteci.) 
By W. Sowmnski. Ginek. polska, 26, 25-34. Jan.—Mar. 
1955. 2 figs. 27 refs. 
The author discusses 123 cases of vaginal discharge 
caused by Trichomonas vaginalis treated with three 
different drugs: aqueous solution of mercurochrome, 
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2 per cent and 5 per cent, Devegan pessaries (Aceto- 
varsol with boric acid) and Sulphathiazol-Vioform 
powder. 

The best results were obtained in the group treated 
with mercurochrome 5 per cent, the course lasted 10 
days, and at the same time oestrogens were given by 
mouth, and the vagina was douched with a lactic acid 
solution. There were no toxic effects, either local or 
general, during the treatment with mercurochrome. 

The author makes a number of observations concerning 
the pH of the vagina, and the amount of discharge before 
and after treatment, and some conclusions are drawn 
from these observations. 

He emphasizes the importance of culturing the vaginal 
discharge in order to ascertain the sensitivity of the 
Trichomonas vaginalis in vitro to certain chemical 
products. 

S. H. Riterband 


283. Vaginal Candidiasis. 

By G. Pert, A. F. GuUTTMACHER and H. JaKuBOwICcz. 
Obstet. Gynec., 5, 640-648. May 1955. 15 refs. 

The authors discuss the incidence, symptoms and 
treatment of monilia infection of the vagina. They used 
Nickerson’s medium for diagnosis with good results. 
Its active ingredient is a complex polybismuth sulphite 
On this medium Candida alhicans grows in large black 
or brown colonies. 

Cases were treated with Gentersil cream (Ortho) 
which contains 0-05 per cent gentian violet and alkyl 
dimethyl benzylammonium chloride. The cream is 
inserted twice daily for 10 to 14 days. Cure was obtained 
in 70 per cent of cases after one course. The remaining 
30 per cent were cured after two to five courses. 

J. G. Dumoulin 


NEW GROWTHS OF THE REPRODUCTIVE 
ORGANS 


284. Results of an Experiment in the Control of Cancer 
of the Female Pelvic Organs and Report of a Fifteen-year 
Research. 

By C. Macrartane, M. C. Srurois and F. §S. 
FETTERMAN. Amer. J. Obstet. Gynec., 69, 294-298. 
Feb. 1955. 8 tables. 1 ref. 

This is a report of an attempt, from 1938 to 1953, to 
determine the value of periodic examination in the control 
of cancer of the female pelvic organs and breasts. 

A total of 18,753 examinations was made on a group of 
(presumably) volunteers between 30 and 80 years old. 
Originally the group numbered 1,319, and at the end 
537, the rest having died, moved away or lost interest. 
During the 15 years 17 pelvic cancers were found and 
9 of these women are now alive and well, 1 of them 16 
years, and 2 others 15 years after discovery and treatment 
by radium, all 3 having had cancer of the cervix. Four 
with corpus cancer show no recurrence from 2 to 11 years 
after surgical removal. Eight of the 17 patients with 
pelvic cancer have died, all of cancer, including 5 cancers 
of the ovary out of 6 discovered. 

Eleven breast cancers were discovered, all by the 
women themselves. Eight of these were discovered from 
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3 to 6 months after their breasts had been examined in 
the clinic and no pathology found. The cancers varied in 
size from 0-5 cm. to 3 x4 cm. in diameter. In 5 of the 11 
the axillary glands were not involved, and 3 of these are 
alive and well 3, 9 and 10 years after radical mastectomy; 
one died of coronary disease 13 years after radical 
mastectomy with no evidence of recurrence, and one 
is alive with recurrence 74 years after radical mastectomy. 
In 6 of the 11 breast cancers the axillary glands were not 
involved and of these 3 have died of cancer while 2 are 
alive and well 11 and 12 years after mastectomy. One 
died of coronary occlusion 3 years after operation with 
no evidence of recurrence. 

The authors consider that the research has shown the 
value of periodic examination of the female pelvic organs 
and breasts of presumably well women. The average 
woman can detect lumps in her breast quite as well as the 
physician, and it seems that responsibility in this respect 
can be safely entrusted to the women themselves by 
means of educational programmes. 

The education of women as to the possible serious 
significance of atypical uterine bleeding and discharge 
will probably lead to the early discovery of cancer of the 
body of the uterus quite as often as would periodic 
examination. The fact that only 1 cancer of the ovary 
out of 6 was detected in a curable stage is discouraging, 
and offers little support for periodic examination. 
Undoubtedly the greatest contribution made by the 
study was the discovery and cure of 247 lesions of the 
cervix generally believed to predispose to cancer, and the 
discovery of 3 cancers of the cervix of which there were 
no signs of recurrence 15 and 16 years after treatment 
by radium. 

The authors conclude that the death rate from cancer 
of the cervix could be materially reduced if all women 
over 30 years of age who have borne children were given a 
pelvic examination at least once a year, and they recom- 
mend that this be adopted as a minimum standard of 
good medical practice. 

F. J. Browne 


285. Melanoma of the Vulva and Its Cytology. 

By L. Lento. Ann. chir. gynaec. fenn., 44, 36-45. 
1955. 2 figs. 21 refs. 

A case of this rare tumour occurring in a woman of 29 
is described. Diagnosis was only made after local excision. 
Although inguinal nodes were present excision was not 
carried out until 2 months had elapsed and then the 
woman was found to be 3-months pregnant. After 
excision 3,660 r. were given by Teleradium. This killed 
the foetus which was evacuated 2 months later. The 
patient died but no post-mortem was obtained. The 
effect of pregnancy on the tumour is described and it is 
considered that therapeutic abortion is usually of no 
avail in influencing the course of the condition. There is a 
full description of the cytology of the tumour. 

D. M. Sheppard 


286. Experience with Radioactive Colloidal Gold as 
an Additional Treatment in the Radiotherapy of Uterine 
Cancer 
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By H.-L. Korrmerer and G. MoserGer. Acta obstet. 
gynec. scand., 34, 1-29, 1955. 15 figs. 42 refs. [In English.] 

This paper which comes from the department of 
gynaecology and the Institute of Radiopathology, 
Radiumhemmet, and the Institute of Cell Research of 
the Karolinska Institute, Stockholm, consists of 2 parts. 

The experimental part is a study of the fate and the 
histological effects of radioactive colloidal gold injected 
into the parametrium of patients who had previously been 
treated with radium for carcinoma of the cervix. The 
injected gold entered the lymphatics and was accumulated 
in the regional pelvic lymph nodes. The uptake occurred 
rapidly, and a few days after the injection of the isotope 
a considerable amount of radio-activity was detected in 
the pelvic lymph nodes. Cancer metastases within these 
lymph nodes did not take up radio-active material. 
However, as the distribution of metastases in the lymph 
nodes is frequently discrete and nodular, there was a very 
short distance between the individual cancer cells and 
the surrounding, non-infiltrated lymphoid parenchyma. 
An effective dose of radiation from the isotope deposits 
in the lymphatic tissue could therefore be expected to 
reach the metastatic cancer cells, and in fact changes 
were demonstrable both in the non-infiltrated lymphatic 
tissue and in the cancer metastases. 

The simultaneous injection of radio-gold and hyal- 
uronidase into the parametrium of rabbits considerably 
increased the uptake of the isotope into the circulating 
blood, leading to a high degree of radio-activity in the 
liver, whereas the uptake into the regional lymph nodes 
was not significantly increased. 

In the therapeutic part of the investigation, radio- 
active colloidal gold was injected into 50 patients 
suffering from severe pain due to recurrent carcinoma 
of the cervix. The isotope was injected directly into pelvic 
metastases in 5 cases; no relief of pain was obtained, and 
2 patients developed high pyrexia and one patient had a 
transient paralysis of one leg. In the remaining 45 
patients radio-gold was injected into the paracervical 
tissues. No damage to normal tissues and no changes of 
the blood-picture were observed with the doses employed 
(40 to 60 milli-curies). The results of the injections were 
described as “‘good” in 26 patients, and as “fair” in 12; 
no relief of pain was noted in 7 patients. 

N. Alders 


287. Choriocarcinoma. 

By J. S. Hunter and M. B. Dockerty. Obstet. 
Gynec., 5, 598-612. Apr. 1955. 6 figs. 34 refs. 

This study includes 12 cases of choriocarcinoma 
encountered in 17 years at the Mayo Clinic. Details of 
each case are given. The condition was preceded by 
hydatidiform mole in 6 patients. Ten cases showed 
pulmonary metastases and 3 vaginal. Ten of the series 
died, the average survival time being 15 months. A case 
of chorio-adenoma destruens is also presented to illus- 
trate the common pitfalls in diagnosis. 

The authors point out that in choriocarcinoma where 
there are metastases the uterine lesion may have 


disappeared. 
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trophoblastic cells invading and destroying the myo- 
metrium and its vascular channels. Haemorrhage, 
necrosis and inflammation are associated. Absence of 
any villous pattern is notable. 

J. G. Dumoulin 


288. The Successful Treatment of a Malignant Chorion- 
epithelioma with Numerous Metastases in the Lungs. 
(Die erfolgreiche Behandlung eines malignen Chorion- 
epithelioms mit zahlreichen Li tastasen.) 

By J. Heroip. Gynaecologia, Basel, 140, 19-34. July 
1955. 8 figs. 52 refs. 

On 31st January, 1953, a 23-year old woman was 
admitted with a provisional diagnosis of malignant 
chorionepithelioma of the uterus with vaginal metastases. 
She had had 3 normal deliveries and no abortions, the 
last delivery having taken place at home on 9th 
November, 1952. The placenta was reported as intact 
but there was haemorrhage and fever in the puerperium 
which was protracted. A placental polypus was removed 
on 6th December, 1952, and later 3 curettages and 3 
blood transfusions were performed for severe bleeding 
and anaemia. 

Biopsy of the mass in the vagina revealed histological 
chorionepithelioma and an X-ray of the lungs showed 
multiple secondaries. On 4th February, 1953, abdominal 
hysterectomy with extirpation of both appendages was 
performed. Secondaries were felt in the pelvis and 
peritoneum. The specimen consisted of an enlarged 
uterus containing, histologically, a chorionepithelioma. 
There was considerable destruction of red blood cells by 
the growth, and some atypical degenerated cells were 
present. 

Gamma radiation was given to the growth in the vagina 
and the lungs were also irradiated. Stilboestrol in doses 
of 50 mg. daily was given from the 13th post-operative 
day. The patient returned home very well. One month 
later the lung metastases were smaller. In May, 1953, 
a mass appeared in the base of the left parametrium. 
This was treated by deep X-ray therapy. The metastases 
became progressively smaller and the patient remained 
well, so that 1} years after the operation the Aschheim- 
Zondek reaction was negative and only traces of preg- 
nanediol were present in the urine. ° 

The implications of this case are discussed in relation 
to the nomenclature and classification of chorionic 
tumours. Radical operation should be performed in all 
cases, even where there are pulmonary metastases. 
Post-operative hormone treatment is recommended. 

Josephine Barnes 


289. A Five-year Community Study of Papanicolaou 
Screening for Cervical Cancer 

By P. L. Martin, L. W. Hicoms, T. A. Siate and D. 
Desanto. West. J. Surg. Obstet. Gynec., 63, 223-230‘ 
May 1955. 9 refs. 

San Diego County, California, is a somewhat isolated 
community of half-a-million people and it is estimated 
that about one-third of the adult female population has 
been screened by the Papanicolaou smear technique. A 
questionnaire was sent to 345 doctors and the records of 
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7 private laboratories and of the local Naval hospital 
were considered, a total of 137,800 smears being con- 
sidered. The results indicate that 80 per cent of the 
gynaecologists use smears routinely and over half the 
physicians use it as part of the complete examination; 
65 per cent of general practitioners use it when indicated 
by the age of the patient and the appearance of the cervix. 
Six hundred and fifty-nine unsuspected cervical cancer 
detections were made, 93 being early invasive carcinomas. 
Sixty-five false negative reports were known but only 4 
patients allowed the disease to progress as a result of the 
wrong report. One hundred and forty-six false positives 
are recorded but this figure is known to be inaccurate. 
Expense ($3 - 50-$5-00 a slide) did not seem to be a draw- 
back. There did not seem to be any discrepancy in the 
results from laboratories using supervised technician 
screening and those using pathologist screening. 
D. C. A. Bevis 


290. Epithelioma of the Cervix Uteri and Prolapse. 
(Epithélioma du col utérin et prolapsus.) 

By H. Fose and M. Turery. Gynaecologia, Basel, 139, 
329-346. June 1955. 2 figs. 104 refs. 

The authors comment on the great rarity of the 
association of uterine prolapse with cancer of the cervix. 
Their paper includes an extensive review of the world 
literature with a collection of cases published since 1932. 
One case is reported in which cancer of the cervix 
occurred in an 81-year-old woman with complete 
procidentia. 

The reasons for the rarity of cervical cancer and 
prolapse are discussed in detail and the following 
suggestions are reviewed: (1) Drainage of the secretions 
is more free in prolapse. (2) Atrophy of the epithelium. 
(3) Vascular changes, with constant hyperaemia. (4) 
Keratinization of the prolapsed organ. (5) The age of the 
patient, since women with procidentia tend to belong to 
an older age group than those suffering from cancer of the 
cervix. (6) Epithelioma of the cervix leads to fixation of 
the surrounding tissues thus preventing prolapse. (7) 
Certain patients may be operated on for cancer of the 
cervix before prolapse can develop. (8) There may be 
an unknown constitutional factor. 

The authors conclude that, in common with many 
others, they are unable to discover any logical 
explanation. 

Josephine Barnes 


291. Surgical and Pathological Classification for Cancer: 


of the Cervix—An Evaluation of 250 Cases. 

By J. V. MeiGs and W. Liv. Surg. Gynec. Obstet., 
100, 555-558. May 1955. 2 figs. 2 refs. 

This is a report on 250 cases of cancer of the cervix 
treated at the Vincent Memorial Hospital, Massachusetts, 
the Pondville Hospital and the Palmer Memorial Hospital 
5 or more years ago. Of these, 238 were treated by radical 
hysterectomy with pelvic lymphadenectomy and 12 cases 
by pelvic exenteration. 

All the cases were classified according to the surgical 
and pathological classification proposed by Meigs and 
Brunschwig (Amer. J. Obstet. Gynec., 1952, 64, 413)- 
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This is based on the findings at the time of radical 
surgery and from pathological specimens and is intended 
for the more precise evaluation of the surgical treatment 
for cancer of the cervix. Very briefly the classification is 
as follows: 


ClassO Carcinoma in situ. 

Class A = Carcinoma confined to cervix. 

Class Ao_ After a positive biopsy of infiltrating car- 
cinoma no tumour present in the surgical 
specimen. 

Class B Carcinoma extending to involve the upper 
vagina and/or the corpus. 

ClassC Carcinoma involving paracervical or para- 
vaginal tissue. 

Class D, These include cases with involvement of the 


EandF pelvic lymph nodes, bladder, rectum or 

pelvic wall. 

In addition a system of prefixes is used with the classi- 
fication to indicate any treatment given before radical 
surgery is undertaken. 

The 5-year survival rate for the entire series was 72 per 
cent. The 5-year result for all patients in Class O was 
100 per cent; Class A 82 per cent; Class Ao 93 per cent; 
Class B 82 per cent; Class C 50 per cent; Class D 37 per 
cent; Class E 10 per cent; Class F 0 per cent. 

The 5-year survival rate of 160 patients who received 
no pre-operative treatment of any type was 74 per cent, 
and for patients who had pre-operative treatment of one 
type or another 67 per cent. In both these groups the 
5-year survival decreased as the class advanced. 

Class B seemed to be a mark beyond which the 5-year 
survival rate decreased sharply. When the cancer extended 
vertically from the cervix to the vagina or corpus or in 
both directions, the prognosis was good (82 per cent 
survival). If the carcinoma spread laterally to involve the 
paracervical o1 paravaginal tissues or to the lymph nodes 
in these regions (Class C or Class D) the prognosis was 
quite different (50 and 37 per cent survival). Apparently 
these two types of involvements in Stage II have different 
significance and clinical course. However, these cases are 
classified according to the International Classification 
as Stage II usually without specification as to the direction 
of spread. As a result of their study the authors believe 
that whenever possible this division of Stage II should 
be seriously considered and they maintain that in 
surgically treated patients the surgical and pathological 
classification can be used advantageously. 

John P. Erskine 


292. A Study of Environmental Factors in Carcinoma 
of the Cervix. 

By E. L. Wynper, J. CorNFIELD, P. D. ScHrorT and 
K. R. DoraiswaMi. Amer. J. Obstet. Gynec., 68, 1016- 
1052. Oct. 1954. 28 tables. 66 refs. 

This is a careful and controlled investigation by inter- 
view of over 1,300 Jewish and non-Jewish gynaecological 
patients in 12 hospitals in the United States and in 
Bombay. There was evidence that the incidence of cancer 
of the cervix was higher among women exposed to un- 
circumcised than to circumcised males, though a possible 
fallacy in this conclusion, in so far as non-Jewish women 
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are concerned, is that whether or not the partner was or 
was not circumcised was determined by questioning the 
woman, not by examining the male. Patients with 
cervical cancer were significantly younger at first coitus 
and at marriage than the controls, but no association 
could be found between the number of pregnancies 
and the occurrence of cancer; neither was there any 
evidence that abstinence from intercourse during the 
ritual period of uncleanness after menstruation or uterine 
haemorrhage from other causes was an important factor. 

In discussion of this paper Smith stated that cancer 
of the cervix never occurs among Fijian women whose 
husbands are circumcised. 

F. J. Browne 


293. The Management of Carcinoma of the Corpus. 

By J. A. Corscapen and H. M. M. ToveLy. Amer. 
J. Obstet. Gynec., 68, 737-760. Sept. 1954. 7 figs. 12 
tables. 10 refs. 

This is a report of the results of treating 246 cases of 
cancer of the corpus uteri out of 251 seen, in the Sloane 
Hospital, New York, from 1938 to 1948 inclusive. 

Of 57 women treated by radium alone with or without 
supplementary X-rays, and followed up, 33-3 per cent 
were cured; of 62 treated by operation alone 66-6 per 
cent were cured; of 127 treated by radiation followed 
by hysterectomy 82-8 per cent were cured. The better 
results in the last group as compared with the second 
were however due to the fact that in many more of them 
the lesion was confined to the corpus. In those cases in 
which the disease was localized to the corpus the per- 
centage of cures by either method was about the same. 
By either method all the early cases were cured, in some 
by very incomplete surgery. When the disease was 
limited to the corpus the cure rate was 96 per cent and 
when there was microscopic extension to the ovary it was 
76 per cent. In only 1 case was radical hysterectomy with 
node dissection done. This suggests that cancer of the 
corpus remains localized for a long time and that 
metastases are late. If they occurred early to lymph nodes 
one would expect a higher rate of recurrence, as nodes 
were not removed in any of the early cases. “‘As we see 
it when involved lymph nodes have been found the 
cancer mortality has not been changed much by their 
removal.”” No case in which the disease had spread 
beyond the adnexa was cured. 

In the discussion following this paper Javert, who in 
1952 had drawn attention to the fact that 20 per cent of 
cases of endometrial cancer had pelvic lymph node 
involvement, stated that treatment and prognosis depend 
on whether the regional nodes are positive or negative. 
If they are negative, as shown by sampling by means of 
selective lymphadenectomy, nothing further should be 
done. If they are positive radical lymphadenectomy 
should be considered, since his experience has shown no 
effect from X-rays on the nodes in terms of 5-year 
survivals. On the other hand he is pessimistic regarding 
the curative value of radical surgery for any cancer. 
If the nodes are positive the chances are considerable 
that there are also co-existing vascular metastases. 

[This attitude of Javert to routine lymph node removal 
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in corpus cancer seems illogical. The ovaries are in- 
volved in only 5 to 7 per cent of cases yet every gynae- 
cologist removes them routinely when operating for 
endometrial cancer. Javert himself in 1952 reported that 
the pelvic nodes were invaded in 14 of 50 women (28 
per cent) with this disease and yet he now advises 
sampling the nodes and only removing them if malignant! 
Would he advise this also in cancer of the cervix ?] 
F. J. Browne 


294. Investigation of the Metabolism of Normal 
Cervical Epithelium and Cervical Carcinoma. (Unter- 
suchungen iiber den Stoffwechsel des Portioepithels 
und des Portiocarcinoms.) 

By E. and W. Escupacn. Arch. Gyndk., 
185, 504-512. 1955. 7 tables. 6 refs. 

The authors investigated tissue cultures of normal 
cervical epithelium, simple atypical epithelium (increase 
in prickle cell layer, parakeratosis, keratosis), unrestful 
epithelium (showing occasional atypicalities), non- 
malignant hyperplastic epithelium, carcinoma in situ 
and invasive carcinoma. The aerobic as well as the 
anaerobic metabolism was investigated using Warburg’s 
manometric method. 

It was noted that epithelium from non-invasive and 
invasive carcinoma behaved in an identical manner 
regarding their respiratory activity and degree of glyco- 
lysis. In addition to a high anaerobic glycolysis, a con- 
siderable aerobic glycolysis was also observed, Keratin- 
izing squamous carcinoma behaved differently in so far 
that aerobic glycolysis values were significantly higher 
than in other squamous malignancies. 

Comparing the data from malignant with those from 
normal tissues, it appeared that carcinomatous epithel- 
ium had an average respiratory activity 2-5 times, 
aerobic glycolysis 3 times and anaerobic glycolysis 
2-6 times greater than normal epithelium. The average 
total metabolic rate was 2-7 times higher in carcinoma 
than in normal t‘ssue, but apart from these quantitative 
differences no qualitative changes were found in malig- 
nancy. Unrestful and hyperplastic epithelium showed no 
metabolic differences, but a small though significant 
difference was found between simple atypical epithelium 
and unrestful and non-malignant hyperplastic epithelium. 
These 3 groups ranked between normal and malignant 
epithelium. 

E. Wachtel 


295. Adenocarcinoma of the Endometrium. An Evalu- 
ation of Factors Influencing Prognosis and an Outline 
of a Plan of Therapy Based on These Factors. 

By G. A. Wess, A. J. Marcouis and H. F. Traut. 
West. J. Surg. Obstet. Gynec., 63, 407-416. July 1955. 
16 refs. 

The authors, at the University of California, are con- 
cerned that the incidence of endometrial carcinoma is 
apparently increasing (it is about one-third that of 
cervical carcinoma) and yet the results of therapy have 
not improved since 1937 when a 5-year survival rate of 
51 per cent was reported from their clinic. The results 
from 1915 to 1948 have now been considered, a total 
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of 257 proven cases. The survival rate depends on the 
depth of myometrial invasion and, even if no residual 
tumour is found at hysterectomy after curettage, the 
survival rate at 5 years is only 89 per cent and 87 per cent 
at over 5 years. The degree of anaplasia influences the 
results and it is interesting to see that the prognosis of 
adenoacanthomas is the same as that for moderately well 
differentiated carcinomas (about 50 per cent at 5 years). 
The results over 5 years show that there is little to choose 
between surgery alone, radium plus surgery, surgery plus 
X-rays or all three together. The second 5-year period 
shows, however, that the best results are obtained by 
the use of surgery combined with either X-rays or 
radium. Radium alone or combined with X-rays gave 
uniformly bad results but since this group includes all 
the poor-risk patients, comparison is unfair. 

From these results the following conclusions are drawn; 
diagnosis should be established by examination under 
anaesthesia and differential curettage. Every attempt 
should be made to operate on as many patients as possible 
but the technique must be based on the diagnostic 
findings. 

(1) If the uterus is small and the tumour differentiated, 
a total hysterectomy with the appendages and a good 
vaginal cuff should be performed (the cervix and tubes 
being closed before removing the uterus); if deep in- 
vasion of the myometrium is found, X-ray therapy 
should be given. 

(2) If the uterus is small and the tumour poorly differ- 
entiated or adenoacanthomatous, preliminary radium 
therapy (5,000 mg. hours) followed 6 weeks later by 
operation as above, biopsy of the pelvic lymph nodes 
and if positive or if deep myometrial invasion, X-ray 
therapy given. 

(3) A large, soft uterus plus a well differentiated tumour 
requires preliminary radium therapy (multiple packing 
technique of Heyman) followed in 4—6 weeks by Wertheim 
hysterectomy with pelvic lymph-adenectomy; if positive 
nodes discovered, X-ray therapy is indicated. 

(4) A poorly differentiated tumour makes X-ray 
therapy essential. If extension to the cervix has occurred, 
no matter what the uterus or tumour is like, this last 
treatment should be carried out. If extra-uterine spread 
has occurred, therapy depends on the judgment of the 
surgeon. Inoperable cases require 6,000 mg. hours of 
radium plus X-ray therapy. 

[This is a good review and the authors’ views should 
receive careful consideration in view of their disturbing 
results.] 

D. C. A. Bevis 


296. Feminizing Mesenchymomas of the Ovary. 
Includes 107 Cases of Granulosa-, Granulosa-Theca-Cell 
and Theca-Cell Tumors. 

By T. Bussy and G. W. ANDERSON. Amer. J. Obstet. 
Gynec., 68, 1391-1420. Nov. 1954. 7 figs. i2 tables. 77 
refs. 

This is a report on 107 feminizing mesenchymomas of 
the ovary from the American Ovarian Tumor Registry 
which have been followed up for 5 years. They represent 
21 per cent of the first 500 tumours sent to the registry; 
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75 were granulosa cell tumours, 19 granulosa thecomas, 
and 13 theca cell tumours. Six occurred in girls under 
10 years of age, and of these one was only 1 year old 
and had a thecoma with enlarged breasts, pubic hair, 
enlarged uterus and some vaginal bleeding. Eight patients 
had amenorrhoea (7-5 per cent) and 5 of these resumed 
normal menstruation after removal of the tumour. 
Granulosa cell tumours and thecomas seemed to have 
about the same oestrogenic activity; 3 of the 107 patients 
also had endometrial cancer, and 3 had cancer of the 
breast. Four women were pregnant at the time the 
tumour was discovered, which shows that these tumours 
do not always inhibit ovulation. Signs of masculiniza- 
tion, chiefly hirsutism, were present in 5. 

In 96 of the 107 there were 5-year follow up reports; 
74 were alive and well, 2 were alive with recurrence and 
20 were dead; 14 of these 20 had had extension beyond 
the ovary at operation, but in 71 cases in which the 
growth was confined to the ovary at the time of operation 
the mortality was 11-2 per cent. From these data ii 
appears that involvement of the peritoneum and adjacent 
abdominal structures indicates a bad prognosis. On the 
other hand, 11 patients out of 21 with extension beyond 
the ovary survived more than 5 years after operation and 
in 6 of these only simple odphorectomy had been per- 
formed. This would encourage the removal of the primary 
tumours in seemingly hopeless cases. There was no great 
difference in the prognosis of granulosa cell as compared 
with granulosa theca or theca cell types, and the most 
important factor in prognosis was the gross stage of the 
disease at the time of operation, and to a less degree the 
histological grading, in that Grade I (Broder) had a 
5-year mortality of 9-5 per cent as compared with a 75 
per cent mortality in Grade IV. 

F. J. Browne 


297. Treatment of Ovarian Carcinoma. 

By J. H. RANDALL. Obstet. Gynec., 5, 445-451. Apr. 
1955. 8 refs. 

From 1926 to 1953, 897 ovarian neoplasms were 
removed from 886 women at the University of Iowa 
Hospitals. Three hundred and fifty-three (40 per cent) 
were malignant. The usual treatment for malignant 
growths was total hysterectomy with removal of both 
adnexa. In some cases the omentum was also removed. 
This was followed by irradiation therapy over the lower 
abdomen and pelvis. The upper abdomen was irradiated 
if spread involved the peritoneal cavity. 

Cystadenocarcinoma made up 65 per cent of the 
malignant tumours. Of these 80 per cent were serous in 
type and 44 (20 per cent) pseudomucinous. The 5-year 
survival rate for bilateral growths was 25 per cent and for 
unilateral 40 per cent. 

There were 114 (35 per cent) adenocarcinomata with a 
5-year survival rate in those followed up of 14 per cent. 

Of all cases followed up, the 5-year survival rate was 
28 per cent, and this group included some advanced cases 
whose survival was attributed to the deep X-ray therapy. 

On the basis of limited experience the author feels that 
intraperitoneal injections of radioactive gold have very 
little to offer in the treatment of ovarian cancer. 
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There is a high incidence of a family history of cancer 
in those patients who develop ovarian cancer. 
J. G. Dumoulin 


OPERATIONS 


298. Partial Colpocleisis: The Le Fort Procedure. 

By H. C. Fak and S. A. KAUFMAN. Obstet. Gynec., 
5, 617-627. May 1955. 15 figs. 17 refs. 

Le Fort’s operation is suitable for those patients with 
uterine prolapse or inversion of the vagina following 
hysterectomy who are “poor operative risks” and 
beyond the child-bearing age. The patients must under-. 
stand that the operation precludes sexual intercourse. 

Of the series of 100 cases presented by the authors, 
all but 14 were over 60 years old. The best anaesthetic 
to use is local infiltration supplemented with gas. 

The authors give an illustrated account of the opera- 
tion, pointing out that a perineorrhaphy must be done 
to ensure success. 

A good anatomical result was obtained in 96 of the 
cases. 

J. G. Dumoulin 


299. Surgical Treatment of Prolapsus Uteri. A Report 
on Selection of Operation and the Results Obtained. 

By H. C. STearns. West. J. Surg. Obstet. Gynec., 
63, 420-427. July 1955. 12 refs. 

The anatomy and aetiology of prolapse are briefly 
reviewed and the relative merits of vaginal hysterectomy, 
the Manchester operation and the Le Fort technique 
considered. No one operation is suitable for all patients 
and so 202 cases of prolapse operated upon between 
1950 and 1953 are reviewed. One hundred and fifty-nine 
patients were treated by vaginal hysterectomy (Heaney 
technique), 90 having stress incontinence and 9 having 
associated fibroids; 5 patients subsequently developed 
an enterocele and the stress incontinence was not cured 
in 5 others. Thirty-five patients had a Manchester 
operation, 27 having stress incontinence (2 failures) and 
there were no failures in curing the prolapse. Eight very 
elderly patients with severe prolapse were treated by the 
Le Fort operation and all were well satisfied with the 
result. 

The author concludes that vaginal hysterectomy is the 
treatment of choice if the patient does not want further 
children but that great care must be taken to avoid the 
later development of an enterocele. The Manchester 
procedure is valuable especially in younger patients who 
want children (2 cm. of cervix is left and the author 
favours subsequent Caesarean section) and in elderly 
patients where a short operation is indicated; results 
are generally good but post-operative delayed bleeding 
is not uncommon. The Le Fort operation has a limited 
place in treatment. 

D.C. A. Bevis 


300. The Importance of Vesical Innervation in Extended 
Pelvic Surgery. 

By L. E. McCrea. West. J. Surg. Obstet. Gynec., 63, 
284-287. May 1955. 3 figs. 
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By the study of serial sections of foetuses and dis- 
sections in stillborn infants and adults, the author and 
his associates have shown the presence of an accessory 
nerve supply to the bladder which does not enter into the 
pelvic plexus. The usual description of the nerve supply 
to the bladder is: somatic fibres from sacral 2, 3, and 4 
via the pudendal nerve supplying the striated muscle 
round the urethra; sympathetic fibres from lumbar 1 
and 2 via the presacral nerve supplying the trigone; 
parasympathetic fibres from sacral 2, 3 and 4 through 
the pelvic plexus to the bladder musculature. The 
accessory nerves are derived from S. 2, 3, and 4, and run 
along the veins in the lateral walls of the pelvis to enter 
the bladder at the level of the insertion of the ureters. 
In extended hysterectomy it is believed that there is 
complete disruption of the sympathetic and para- 
sympathetic innervation passing through the pelvic 
plexus, and one would expect the biadder to be per- 
manently atonic. Luckily this is rare, and it is thought 
that the accessory nerves take over the innervation of 
the organ. Ganglia along the course of the nerves indicate 
that some of the fibres may be parasympathetic in origin. 

The author considers that, if surgery on the lateral 
walls of the bladder is to be performed, ureteral trans- 
plantation and cystectomy must be considered an 
essential element of the operation. 

D.C. A. Bevis 


301. Radical Surgery for Cancer of the Cervix Meta- 
stasised to Peripheral Lymph Nodes (Excluding Exenter- 


Gynec. Obstet., 100, 
575-582. "May 1955. 7 figs. 5 refs. 

In the course of a surgical programme for the treatment 
of cancer of the cervix now being pursued at the Memorial 
Center for Cancer and Allied Diseases, New York, since 
1947, 56 cases were encountered in which there were 
metastases in the nodes at the periphery of the pelvis 
without rectal or bladder invasion by the primary 
growths. The metastases were not detected upon pelvic 
examination but were appreciated only at the time of 
laparotomy or upon completion of histological study of 
the specimens. The purpose of the report is to indicate 
what was accomplished by radical hysterectomy and 
pelvic node excision in these cases. Patients who had only 
parametrial invasion or metastases to paremetrial nodes 
only are not included in this study. 

The author stresses the importance of thorough dis- 
section, including denudation of the roots of the sciatic 
nerve in the posterior lateral portions of the pelvis. 

There was one death within 30 days of operation and 3 
patients developed urinary tract fistulas. The most 
frequent sites of peripheral pelvic node metastases were 
in the external iliac nodes, almost as frequently involved 
were the obturator nodes, less often the hypogastric 
groups. Yet the last involvement was frequent enough to 
warrant their routine removal. In a number of the 56 
patients, but not in the majority, there also was para- 
metrial invasion. It is shown that metastases to nodes, 
which are embolic phenomena, occur frequently before 
direct spread to the parametria takes place. The series is 
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too small for an attempted correlation between sites of 
metastases and long survival but it is maintained that no 
one site is pathognomonic of a hopeless prognosis pro- 
vided that there is no extra-pelvic spread. 

Of the 56 patients 24, or 43 per cent, have survived 3 
years. Twenty-nine patients underwent operation 5 or 
more years ago and of these 9 or 31 per cent have 
survived. 

Thirty-nine patients received radiation therapy before 
and/or after operation. This was not by special design 
but was due to a variety of circumstances. Of these, 38-4 
per cent survived 3 years. Of the 16 treated by surgery 
above, 56 per cent survived for 3 years. From these data 
there is no suggestion that combined radiation and 
surgical treatment is superior to surgery alone, although 
the limited series precludes definite conclusions. 

John P. Erskine 


302. Radical Hysterectomy and Pelvic Lymphaden- 
ectomy. A Review of 473 Cases Including 244 for Primary 
Invasive Carcinoma of the Cervix. 

By W. Liu and J. V. MEIGs. Amer. J. Obstet. Gynec., 
69, 1-32. Jan. 1955. 34 tables. 23 refs. 

This is a report on a series of radical operations for 
uterine and vaginal cancer performed by the staffs of 3 
hospitals in Boston, U.S.A., between 1939 and 1953, but 
259 of the operations were performed after 1948. There 
were 294 cases of invasive squamous cell cancer of the 
cervix, of whom 152 were in Stage I with a positive node 
incidence of 17 per cent; 69 were in Stage II with positive 
nodes in 40 per cent. The 5-year cure rate of the 116 Stage 
I cases treated not later than 1949 was 74 per cent, and of 
49 Stage II cases, 57 per cent. When the patients in Stages 
I and II are combined it is found that 122 had negative, 
and 43 positive nodes. Of the group with the negative 
nodes the 5-year survival rate was 82 per cent, while of 
the group with positive nodes it was only 33 per cent. 

There were 47 cases of corpus cancer of whom 23 per 
cent had lymph node metastases. In the 33 cases in which 
the growth was confined to the corpus the nodes were 
involved in 12 per cent, while in 14 in which it involved 
both corpus and cervix the nodes were invaded in 50 per 
cent. When the disease was confined to the endometrium 
only 4 per cent had node involvement as compared with 
45 per cent when the disease had spread beyond the 
endometrium. Of 13 patients with cancer of the cervical 
stump operated on more than 5 years ago, 11 were alive 
and well. 

The primary mortality in the whole series was |-7 per 
cent. The operative complications included 45 fistulas, 
35 of which involved the ureter; of these 15 (13 uretero- 
vaginal and 2 recto-vaginal) healed spontaneously in 
from | to 10 months after the operation. 

F. J. Browne 


303. Cesarean Hysterectomy. 

By W. C. Brapsury. West. J. Surg. Obstet. Gynec., 
63, 232-243. May 1955. 12 figs. 2 refs. 

The results of this operation at the Santa Monica 
Hospital, California, are reviewed over the past 12 years. 
One thousand one hundred and eighty-eight patients 
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(5-1 per cent of the total admissions) were delivered by 
Caesarean section and hysterectomy was combined in 84 
cases, 22 being total hysterectomies. There were no 
maternal deaths during the whole period. The majority 
of the operations were performed under spinal anaes- 
thesia. The indications for Caesarean section are briefly 
reviewed and the indications for hysterectomy are 
divided into two groups, primary (36 cases), where there 
was associated pathology requiring removal of the 
uterus, and secondary (48 cases), in which sterilization 
was required. In the primary group, 14 operations were 
for fibroids, 6 for placenta praevia, 5 for previous 
myomectomy, 2 for ruptured uterus, 2 for menorrhagia, 
and 7 for various other reasons. The secondary cases had 
all had previous Caesarean sections, 30 with one, 14 
with two and 4 with three previous operations. In the 
whole series there were 11 foetal deaths, 8 being still- 
born or non-viable. Post-operative complications were 
few: 8 patients had urinary symptoms, 7 developed 
paralytic ileus, 5 had peritonitis, and one developed 
small bowel obstruction. Thirty per cent of the patients 
were pyrexial. 

The author reviews operative technique and advocates 
a continuous suture of 00 chromic catgut to the vaginal 
cuff, care being taken to fix the fornices to the base of 
the broad ligament. The ovaries should be suspended 
from the round ligaments about 2 inches from the pelvic 
wall and not allowed to prolapse into the pouch of 
Douglas. Care should be taken not to allow the develop- 
ment of an enterocele and the uterosacral ligaments 
approximated if necessary, the peritoneum of the pouch 
of Douglas being plicated. 

The operation is not recommended in patients under 
the age of 35, or in emotionally unstable women; in these 
cases tubal ligation is used for sterilization. 

D.C. A. Bevis 


304. Indications for the Surgical Treatment of the 
Ovary. 

By C. L. RANDALL. Obstet. Gynec., 5, 591-597. Apr. 
1955. 3 refs. 

Much questionable surgery is performed on the ovary 
and the author reviews its advisability. He condemns the 
resection or removal of a “‘cystic ovary” as a face-saving 
operation where laparotomy is performed for lower 
quadrant pain. The acute pain of a haemorrhagic ovary 
is due to conditions which will disappear spontaneously. 
Immediate operation is rarely advisable for an ovary 
which is cystic and enlarged not greater than an orange 
if the patient is under 40 years of age. 

In only 2 types of menstrual dysfunction is wedge 
resection indicated: the Stein-Leventhal syndrome, and 
where a young patient has prolonged periods of amenor- 
rhoea and frequent hot flushes associated with a hypo- 
plastic uterus. 

Although benign cystic neoplasms may be bilateral, 
by the time an involved ovary has developed into a large 
growth the opposite ovary, if it shows no evidence of 
neoplasm on bisection, is unlikely to develop one 
subsequently. Resection rather than removal of the 
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diseased ovary should be more frequently employed for 
benign lesions. 

Removal of the uterus, adnexa on both sides and 
omentum, is the standard treatment for malignant 
ovarian growths. The effect of irradiation is occasionally 
very effective and should therefore always be tried. 

Prophylactic removal of normal ovaries when pelvic 
laparotomy is performed during the pre-climacteric 
years appears to be the only means of reducing the 
number of deaths caused by ovarian carcinoma. Since 
less than 1 in 100 women develop the condition, the 
advisability of such prophylactic castration is a matter 
of personal judgment. 

J. G. Dumoulin 


305. Puerperal Tubal Sterilization. 

By H. Prystowsky and N. J. EASTMAN. J. Amer. med. 
Ass., 158, 463-467. June 11, 1955. 2 refs. 

From the department of obstetrics of the Johns 
Hopkins Hospital the authors present an analysis of 
1,830 puerperal tubal ligations performed between 
1936 and 1950. The chief indications were great multi- 
parity (8 or more previous viable deliveries), chronic 
hypertension, and repeated Caesarean section. In 80-8 
per cent the Pomeroy technique was used and the total 
failure rate was | in 108 operations. Three striking 
findings were brought to light. (1) The failure rate of the 
Pomeroy technique was more than 5 times greater when 
performed at Caesarean section or hysterectomy than 
when performed later in the puerperium. No explanation 
could be found for this. (2) The extreme length of the 
period that may elapse between tubal sterilization and 
pregnancy. In one case it was 90 months, (3) Four of the 
failures resulted in ectopic pregnancies, one of which 
terminated fatally. 

With this high incidence of ectopic pregnancies and an 
additional 2 deaths from pulmonary embolism the 
authors conclude that tubal sterilization is by no means 
an innocuous procedure. In fact, when the indication is 
no more than great multiparity the hazards approximate 
those of undisturbed fertility. 

D. W. James 


306. The Use of Polyethylene in Tuboplasty. 

By I. L. Lanciey. West. J. Surg. Obstet. Gynec., 63, 
395-401. June 1955. 3 figs. 10 refs. 

Sterility cases in which tubal occlusion seems to be the 
major problem are selected for the procedure, the 
occlusion being proved by one or more hysterosalpingo- 
grams. After cleansing the vagina, the abdomen | is 
opened under spinal anaesthesia and any corrective 
surgery such as myomectomy or adhesiolysis undertaken. 
If the fimbriae are normal the tubes are insufflated with 
air under direct vision. If true obstruction is demon- 
strated, a No. 3 silk ureteric catheter with stylet in 
position is passed to the site of the obstruction and the 
tube severed at this point; if this is close to the uterus, the 
remainder of the tube is resected down to the endo- 
metrium. The catheter is passed through the uterus into 
the vagina where it is removed from the stylet by an 
assistant. A polyethylene catheter (about 1 mm. outside 
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diameter) is now passed over the stylet and the stylet 
removed vaginally. The polyethylene projects 5 cm. 
beyond the fimbriae and is sutured to the tube with a 
cotton suture. The closure of the cornu is carried out 
with interrupted cotton sutures and the endosalpinx 
approximated to the endometrium, the peritoneum being 
closed at the same time. The abdomen is now closed and 
the polyethylene sutured to the cervix with the patient in 
the lithotomy position. The polyethylene and the ureteric 
catheter may be sterilized by immersion for 48 hours in 
1/1,000 aqueous zepherin. The patient is given penicillin 
and dihydrostreptomycin for 5 days and discharged on 
the 4th or Sth day. She returns after 6 weeks and the 
tubing is removed; insufflations are then performed 
before ovulation until the patient becomes pregnant or 
the tube obstructs. As the tubing tends to cause dysmenor- 
rhoea it is advisable to perform the operation just after 
a period. 

Thirty-two patients have been treated, 13 obstructed 
post-operatively and, of the rest, 7 have become pregnant 
(22 per cent), 4 going to term. It is not possible at this 
stage to say how long the polyethylene should remain in 
place but it seems to be at least 4 weeks. One patient 
developed severe pelvic sepsis requiring radical surgery 
and another patient developed severe dysmenorrhoea. 

D.C. A. Bevis 


307. Venous and Lymphatic Intravasation in Hystero- 


phy. 

By F. ZAcHARIAE. Acta obstet. gynec. scand., 34, 
131-149. 1955. 8 figs. 61 refs. [In English.] 

To the approximately 200 published cases of intra- 
vasation of the instilled contrast medium during hystero- 
salpingography the author adds 12 personal cases which 
occurred among 560 such examinations at the Bispebjerg 
Hospital, Copenhagen, in the 10-year period 1944 to 
1953. The complication was observed in 11 of the 505 
cases in which iodized oil was used, and in | of the 55 
cases in which water-soluble media were employed. 

The following precautions are recommended to avoid 
intravasation: (1) The use of an instrument with not too 
long a nozzle in order to avoid direct damage to the 
endometrium; (2) Manometric control. The limit of 
pressure during injection should be 200 rim. of mercury; 
(3) Fluoroscopic control which, however, requires the 
presence of two examiners. This precaution cannot 
prevent intravasation but the injection can be stopped 
if a slight flow of the contrast medium into the vessels is 
noticed; (4) Fractional injection. (5) The procedure 
should be timed correctly, namely to the seventh to 
fourteenth day of the cycle, when the endometrium is 
least permeable; (6) Hysterosalpingography should not 
be done until at least 8 days after any intra-uterine 
intervention; (7) Particular caution is necessary in cases 
where submucous fibroids, cancer or uterine hypoplasia 
is suspected, or following surgical occlusion or excision 
of the tubes. 

The use of water-soluble opaque media does not 
prevent the complication but it eliminates its dangers, 
though they may cause rather severe, if short, pain when 
they enter the peritoneal cavity. N. Alders 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


308. Traumatic and Spontaneous Intra-uterine Ad- 
hesions. (Les synéchies utérines: synéchies traumatiques 
et synéchies spontanées.) 

By A. Netrer, A. LAMBERT and Y. SALOMON. Gynéc. 
prat., 6, 173-194. 1955. 28 figs. 15 refs. 

Intra-uterine adhesions consequent upon trauma have 
been recognized for many years and this article opens with 
a brief historical review. Aetiological factors are then 
considered and the authors point out that, as curettage 
and pregnancy can both give rise to this condition, post- 
partum curettage is a potentially dangerous procedure 
which should never be undertaken except on the strongest 
indications. 

In this article, intra-uterine adhesions are classified into 
three types: those of the body alone, those of the cervical 
canal alone and combined types in which there is complete 
obliteration of both the body and cervical cavities. The 
adhesions themselves may vary from simple adherence 
of the apposed mucosal surfaces to the growth of muscle 
tissue across the cavity. 

The symptoms produced by these lesions vary some- 
what with the site of the adhesion, but the most promi- 
nent is the sudden onset of amenorrhoea or oligomenor- 
rhoea, completely resistant to all hormonal therapy. 
Severe abdominal pain at the time of the expected period 
and sterility are constant features. Physical examinatior. 
reveals little abnormality other than a slightly bulky 
uterus unless the condition has advanced to a stage at 
which a haematosalpinx is present. 

An attempt to pass a sound will reveal cervical ad- 
hesions but the corporeal adhesions are demonstrated 
by hysterosalpingogram which may show almost any 
variety of filling defect. 

Treatment of the established condition is surgical. 
Adhesions in the canal and corporeal adhesions of less 
than 6 months duration may be broken down with a 
sound and a drain inserted for 5 days. 

Whilst it may be possible to divide small isolated 
adhesions of longer standing by the vaginal route after 
dilatation of the cervix, it is usually necessary to open 
the uterus by the abdominal approach. The authors 
themselves favour a combined method. The results of 
these forms of treatment have been good in cases with 
adhesions of short duration. In the more advanced group 
the relief of the symptoms is usually satisfactory but 
the anatomical result may not be so gratifying. Preg- 
nancies have occurred after operation. Some have 
progressed to term, others ended in abortion. 

The second part of this article is devoted to the 
presentation of what the authors claim as a previously 
unrecognized syndrome of intra-uterine adhesions due 
to pelvic tuberculosis. They have seen the malady in 8 
cases. Primary amenorrhoea and oligomenorrhoea were 
of equal incidence but sterility was universal. In only 2 
of their cases have the authors been able to find histo- 
logical evidence of tuberculosis in the endometrium. 
They explain the rarity of obtaining this confirmation 
of the aetiology of the condition by pointing out that it is 
in the healing phase of endometrial tuberculosis that the 
adhesions are liable to form. 

The diagnosis of this type of adhesion is reached by the 
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methods used for the traumatic type but the distinction 
of the two types is rendered more difficult by the 
frequent lack of histological proof and the importance 
of a past history of tuberculosis elsewhere in the body 
is stressed. Pelvic calcification may be seen and there 
may be evidence of a past tuberculous peritonitis. 
Finally, with the adhesions due to tuberculosis there is 
primary sterility and no history of intra-uterine manipu- 
lation. 

The mode of treatment is to be determined by the 
severity of the symptoms and the stage and activity of 
the disease. Hysterectomy with bilateral salpingo- 
odphorectomy has been practised by the authors on 2 
cases with considerable tubo-ovarian masses. The 
operative specimens showed the cervical canal to be 
normal on each occasion with almost complete oblitera- 
tion of the body cavity. A few small spaces containing 
altered blood were found. In one case these were lined 
by atrophic endometrium, in the other by endometrium 
in the secretory phase. When hysterectomy is not 
indicated, the authors consider that it may be possible 
to break down the adhesions and reconstitute the cavity. 
They did not succeed in the single case in which they tried 
this treatment and point out that it should only be 
attempted when the tuberculous infection has healed. 
[The authors consider that the erythrocyte sedimentation 
rate is the best criterion of healing.) Cases in which 
pain and discomfort are not prominent should not be 
treated. 

[This is a most interesting paper and is extremely well 
illustrated.] 


Geoffrey Dixon 
UROLOGY 
309. Prognosis in Childhood Urinary Tract Infections 
in Girls. 


By J. D. Wooprurr and H. S. Everett. Amer. J. 
Obstet. Gynec., 68, 798-809. Sept. 1954. 10 figs. 7 tables. 
1 ref. 

This is a follow-up study of 76 cases of urinary tract 
infection in childhood. The ages at the time of the initial 
infection varied from 7 months to 13 years. Of the 54 
patients who had had only 1 attack of urinary tract 
infection, 37 (68-5 per cent) were well, while 17 (31-5 per 
cent) had a urological abnormality either in the form of 
persistent infection or an abnormal pyelogram or both. 
Of the 22 patients who had had more than 1 attack in 
childhood, 9 (40 per cent) were well and 13 (60 per cent) 
had urinary tract abnormalities. 

Among the patients who had had only 1 episode of 
urinary tract infection in childhood there were 16 preg- 
nancies and in only | of these was the pregnancy compli- 
cated by pyelitis, while among the 10 pregnant patients 
who had had more than | attack it occurred in 5. This is 


1003 


further evidence of the more serious significance of 
recurrent or persistent pyuria in children. 

The study emphasizes the importance of following up 
the subjects of urinary tract infection in childhood and 
of eliminating the infection as promptly as possible. 

F. J. Browne 


310. Stress Incontinence in Young Nulliparous Women: 
A Statistical Study. 

By A. Nemir and R. P. MippLeTON. Amer. J. Obstet. 
Gynec., 68, 1166-1168. Oct. 1954. 3 tables. 

Stress incontinence in women is usually considered to 
be the result of child-bearing. The author, questioning 
this assumption, submitted a questionnaire to 1,327 
young nulliparous university women. Of these 632 
(47-5 per cent) admitted some degree of stress incon- 
tinence, occasional in most, but frequent in 35, especially 
on laughing, but less often on excitement, coughing or 
sneezing. This suggests that the female sphincter may be 
less competent than that of the male. None of the girls 
suffered any manifest neurological or anatomical dis- 
turbance which would affect urinary control. 

F. J. Browne 


311. Diverticula of the Female Urethra. 

By E. A. Epwarps and R. A. Beepe. Obstet. Gynec., 
5, 729-738. June 1955. 19 refs. 

Opinions differ as to the cause of urethral diverticula 
in the female. Some consider them congenital, arising 
from a portion of Gaertner’s duct, or in cysts formed 
from faulty union of primal folds, or in embryonic cell 
rests. Those who think they are acquired believe them to 
arise from infected urethral glands or from cyst formation 
in the ducts of the glands. This may be secondary to 
urethral stricture or a stone, or to instrumentation of the 
urethra. 

The orifice of most diverticula is in the distal two-thirds 
of the urethra, most commonly in the middle third. 
Symptoms usually develop when the cyst becomes 
infected—pain, dyspareunia and a discharge from the 
urethra. Recurrent cystitis may recur. 

Most authors suggest that the correct treatment is 
excision of the diverticulum and closure of the urethral 
defect. Edwards and Beebe successfully treated 5 cases 
by the following technique: the vaginal mucosa was 
separated and dissected from the diverticulum through a 
longitudinal incision from cervix to urethral orifice. 
The urethra was opened along its floor from the meatus 
to the opening of the diverticulum. The diverticulum 
sac was mobilized and excised. The urethra was then 
closed over a catheter with interrupted sutures. Pubo- 
cervical fascia and vaginal mucosa were similarly 
sutured. The catheter was left in situ for 8-10 days. 

J. G. Dumoulin 
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Leonard Colebrook, 680 

— Memorial lecture (Barns), 162 

Blood coagulation defect in pregnancy 
(Sibthorpe), 622 

— pressure in pregnancy associated 
with coarctation of aorta (Dixon 
and Hartley), 83 

— supply, vertebral venous drainage 
of pelvis (Jeffcoate), 244 

Book reviews: 
— Chronic iliac pain in women, 


Bourg, Gompel and Pundel: Diag- 
nostic cytologique du cancer 
génital chez la femme, 121 

Bourne and Williams: Midwifery: 
for pupil midwives, 


puer- 


Browne and Browne: Antenatal 
and postnatal care. 8th ed., 481 

— and Lavely: Hysterectomy, 

Cairney: Gynaecology: for senior 
students of nursing, 969 

Calkins: Normal labour, 480 

Chappell: Childbirth: theory and 
practical training, 123 

Donald: Practical obstetric prob- 
lems, 479 


O. Recent advances in 
and angio- 
graphy in gynaecol diagnosis: 

discussion, 823 

Williams, G. F., Danino, E. A., and 
Davies, V. J. Intra-uterine pastes 
for therapeutic abortion, 585 

Williams, M., see Bourne, A. W. 

Wills, L., see "Bell, M. E. 

Willson, J. R., see Titus, P. 

Wilson, J. K. Investigation of placental 
separation by cord injection (title 
only), 646 

— Mono-amniotic multiple preg- 
nancy: a report of five newcases, 605 

Winstone, N. E., see Franklin, K. J. 

Winterton, W. R. The place of radia- 
tion therapy and of surgery in the 
treatment of uterine cancer: dis- 
cussion, 770 

Wulfsohn, N. L. A simple apparatus 
4 resuscitation of the newborn, 


Eaton and Mayer: Man's capacity 
to reproduce: the demography of 
a unique population, 121 

Fish: Haemorrhage of late preg- 
nancy, 480 

Gray: Vaginal hysterectomy, 478 

Obstetrics. 11th ed., 


Greenhill: Office Gynecology, 121 

Holland and Bourne: British ob- 
stetric and gynaecological prac- 
tice, 653 

Hunt: Diseases affecting the vulva. 
4th ed., 478 

Johnstone and Kellar: A textbook 
of midwifery. 16th ed., 968 

Lindgren: The lower ts of the 
uterus during the first stage of 
labour in occipito-anterior vertex 
presentation. Studies by means of 
intrauterine tokography, 653 

MacLeod and Read: Gynaecology, 
5th ed., 309 

Newton: Maternal emotions, 967 

Peel: of gynaecology, 4th 

Proceedings of the International 
Congress on Gynaecology and 
Obstetrics, Geneva, July 26 to 
31, 1954, ‘479 

Reynol ds, Harris and Kaiser: 
Clinical measurement of uterine 
forces in pregnancy and labour, 
1 


22 
a The mechanism of labour, 


Schleyer-Saunders: Backache in 
women, 654 
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Book Reviews (con t.): 
“Ten Teachers”: Midwifery. 9th 


ed., 968 
Titus: The management of obstetric 
difficulties, 967 
Bowen's disease of vulva (Leckie), 288 
Breast, lactating adenoma of (Abstr.) 
(Cochrane), 646 
Breech delivery, aspects of (Law), 614 
— —, technique (Cox), 395 
British Congress of Obstetrics and 
Gynaecology. XIV. Committee, 
826; Programme, 673-674; Trans- 
actions, 676-825 
—-—, survey of previous ones 
(Johnstone), 676 
Bromethol in eclampsia (Madhavan 
and Rao), 589 
Brow presentation, primary (Mc- 
namara), 636 


Caesarean section 
(Menon), 283 

— —, unusual (Abstr.) (Bates), 472 

Carcinoma, see also Organ affected 

_, multiple primary (Abstr.) (Law- 
rence), 65 

Carcinoma-sarcoma, uterine, patho- 
(Hughesdon and Cocks), 


Cervix uteri carcinoma, glandular and 
stump, radium treatment (Mali- 
phant), 367 

— — —, radical vaginal hysterectomy 
and extraperitoneal pelvic lymph- 
adenectomy in (Mitra), 872 

— — —, reappearance thirty years 
after radium treatment (Howkins 
and Andrew), 870 

— — incision (Cope), 432 

—- —, non-malignant unhealthy, treat- 
ment (Read), 796 

Choriocarcinoma (Peel, Dawson and 
Mather), 232 

Chorionepithelioma and hydatidiform 
mole (Barkla), 239; discussion, 306 

— presenting with subarachnoid 
creme (Seal and Millard), 


—, uterine, in . post-menopausal 
woman (White), 372 

Circulation, foetal-placental, technique 
for demonstration (Crawford and 
Fraser), 896 

Colebrook, Leonard, presentation of 
Blair-Bell medal to, 680 

Colon carcinoma complicating preg- 
nancy (Abstr.) (Steptoe), 647 

Congress, see British Congress 

Constriction ring (Beaton), 909 


in eclampsia 


Diabetes in pregnancy (Richardson, 
Snaith and Sibley), 262 
Dihydroergotamine, “‘oxytocic” pro- 
perties and effect on intact uterus 
(Embrey and Garrett), 150 
“sympatholytic” properties and 
"eect on intact uterus (Garrett), 
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Dito of female urethra (Nel), 


Documentation, establishment of 
international centre, 959 

Dystocia due to congenital hydro- 
nephrosis and distended bladder 
(Still), 597 

— due to snl lepine) in pregnancy 
(Grasby an , 912 

—, shoulder (Abstr. (M ) (Morris), 302 


Eclampsia, bromethol treatment 
(Madhavan and Rao), 589 

—, Caesarean section in (Menon), 283 

—, haemorrhagic tendencies in (Prod- 
han), 901 

—, imminent, treatment (Kellar), 683 

— incidence, racial differences in Fiji 
(Bell and Wills), 917 

Electroencephalogram in normal and 
pregnancy (Poidevin), 

Embolism, paradoxical, in pregnancy 
(Sauer), 906 

Endometriosis, conservative surgery 
in (Whitehouse and Bates), 378 

Endometritis, chronic, and plasma cell 
infiltration of the endometrium 
(Brudenell), 269 

—, tuberculous, see Tuberculosis, 
endometrial 

Endometrium carcinoma. Post- 
menopausal, functional activity of 
mm tract in (McBride), 574 

aemangioma of (Ritchie and 

” Giles), 77 

— sarcoma complicating cystic hyper- 
plasia (Hughesdon and Cocks), 567 

Epilepsy, see Status epilepticus 

Ergotoxine-group alkaloids, hydro- 
genated, effect on intact human 
uterus (Garrett and Embrey), 523 


Fallopian tube implantation in 
sterility (Johnstone), 410 

Fibroelastosis, endocardial, presenting 
as foetal cardiac murmur (Menzies 
and Scott), 935 

Fistula, congenital recto-vaginal, with 
imperforate anus, complicating 
pregnancy (Millar and Black), 441 

—, vesico-vaginal, vaginal repair of 
160 cases (Lavery), 5 

Foetus, cardiac murmur, endocardial 
fibroelastosis presenting as 
(Menzies and Scott), 935 

—, hyperextension in utero, approach 
to delivery (Amiel), 102 

— ovaries, histochemical study 
(Leckie), 542 

— placenta circulation, technique for 
demonstration (Crawford § and 
Fraser), 896 

—, renal hypoplasia in, and origin of 
amniotic fluid (Green), 592 

Forceps delivery rate, effect of delay 
stage of labour on (Ostry), 


Foreign body, 


incarcerated, in vagina 
(Abstr) (Herd), 650 


Fracture of spine in pregnancy 
600 


Gonadotrophin, chorionic, excretion 
in normal pregnancy and in 
women with hydatidiform mole 
(Hobson), 354 


Haemangioma of endometrium 
(Ritchie and Giles), 77 

Haemoglobin, foetal, and _post- 
maturity (Cottom), 945 

Haemorrhage, accidental, with massive 
as into amniotic sac (Lesser), 


—, ante-partum, complicated by in- 
of blood (Sibthorpe), 


—, excessive uterine, intra-uterine 
radium application in (Barr 
Charteris), 187 


t-menopausal, primary mani- 
estation of leukaemia (Gueukd- 
jian), 100 


—, post-partum, from uterus pseudo- 
didelphys (Whitehouse), 109 

—, subarachnoid, with chorion- 
(Seal and Millard). 


Heart murmur, foetal, endocardial 
fibroelastosis presenting as 
(Menzies and Scott), 935 

Hernia, hiatus, in pregnancy, ca 
recurrent vomiting (Gordon), 259 

Hodgkin’s disease, effect on pregnancy 
and fertility (Frank), 266 

— — of pregnancy (Myles), 884 

Hospital Reports: 

Ceylon University, Obstetrical and 
Gynaecological Report, 476 

Liverpool Maternity Hospital, 477 

London, Guy’s Hospital, Mater- 
nity Department, 476 

London, Paddington General Hos- 
pital, Maternity Department, 477 

London, Queen Charlotte’s Mater- 
nity Hospital, 477 3 

Melbourne, Women’s Hospital, 
477 

Otago University, Department of 
Obstetrics and Gynaecology, 476 

Hyaluronidase and lignocaine for 
pudendal nerve block (Hibbard 
and Grassie), 939 

Hydatidiform mole and _chorion- 
epithelioma (Barkla), 239; dis- 
cussion, 306 

= and vaginal nodules (Haines), 


—-—-, chorionic gonadotrophin ex- 
tn in women with (Hobson), 


Hydrocephalus with very hard skull 
(Abstr.) (Kelsey), 649 

Hydronephrosis, congenital, causing 
dystocia (Still), 597 

Hyperextension of foetus in utero 
(Amiel), 102 

Hypertension, postmaturity and 
(Martin), 1 


n 

I 

I 


INDEX 
Hypofibri in iso-sensitized 
mother carrying dead foetus 


(Quinn and Harper), 280 
Hypotension, induced, in pregnancy 
(Abstr.) (Townsend), 965 
Hysterectomy, radical vaginal, and 
pelvic lymphadenectomy in cancer 
of cervix (Mitra), 872 
—, vaginal, rupture of vaginal vault 
with evisceration after (Scott), 445 
Hysterosalpingography in 
logical diagnosis (Norman), 816 


Ileus, pregnancy (O’Donoghue), 943 

Infant, effect of toxaemia of pregnancy 
on (Creamer), 914 

— mortality, neonatal, effect of delay 
infirst stage of labour on(Ostry), 115 

—-—trends during last years 
(Douglas), 216 

—, newborn, lower nephron nephrosis 
in (Kessel and Pepler), 98 

—, —, resuscitation, simple apparatus 
for (Wulfsohn), 612 

—, premature, in the tropics 
(Llewellyn-Jones), 275 

Irradiation, see X-irradiation 


Kidney cortical ischaemia, experi- 
mental, in rabbit, application to 
human toxaemia (Franklin and 
Winstone), 29 

—, effect of anti-placenta serum on 
(McCaughey), 863 

—, foetal, hypoplasia and origin of 
amniotic fluid (Green), 592 


Labour after pelvic repair operations 
(Averill), 421 

—, conduct after pelvic floor repair 
(Hunter), 809 

—, constriction ring in (Beaton), 909 

—, first stage, effect of delay on 
forceps rate and on stillbirth and 
—_— mortality rates (Ostry), 

—, intra-uterine measurement of 
pressure during (Ingelman- 
Sundberg and Lindgren), 629 

—, missed, oestrogen therapy (Martin 
and Menzies), 256 

—, normal, role of midwife, family 
practitioner and specialist in (Mc- 
Kelvey), 774 

—, prolonged, radioactive sodium 
study of placental action during 
(Johnson and Clayton), 513; dis- 
cussion, 646 


Lecture: 
Blair-Bell Memorial (Barns), 162 

Leukaemia, acute monocytic, in preg- 
nancy (Barr), 640 

— with primary gynaecological mani- 
festations (Gueukdjian), 100 

Lignocaine and hyaluronidase for 
pudendal nerve block (Hibbard 
and Grassie), 939 

Lipoid distribution in genital tract of 
mature virgin guinea-pig, effect of 
rca on (Nicol and Snell), 


Lipoid, experimental production in 
Gees uterus (Nicol and Snell), 


— in genital tract of immature female 
guinea-pig (Snell and Nicol), 572 

Lymphadenectomy, pelvic, and radical 
vaginal hysterectomy in cancer of 
cervix (Mitra), 872 


MAD, see Methylandrostenediol 

Maternal mortality, factors responsible 
for lowering in last fifty years 
(Watson), 838 

—-—trends during last 30 years 
(Douglas), 216 

Megacolon in pregnancy causing 
dystocia (Grasby and Higgins), 912 

Mendelson’s syndrome, treatment 
(Hausmann and Lunt), 509 

Menopause induction by intra-uterine 
application of radium (Barr and 
Charteris), 187 

—, radiation-induced, study of effects 
(Turnbull), 176 

Methylandrostenediol, 
ovaries (Selye), 364 

Myomectomy, extensive, pregnancy 
after (Lennon), 638 


effect on 


National Health Service, obstetricians 
and (Abstr.) (Bailey), 306 
Nephrosis, lower nephron, in new- 
born (Kessel and Pepler), 98 
Neurilemmoma of vulva (Bryan), 949 
Newcastle-upon-Tyne Obstetrical and 
Gynaecological Society Meeting: 
7th October, 1954, 302 
Noradrenaline, effect on intact non- 
pregnant uterus and in early 
pregnancy (Garrett), 876 
North of England Obstetrical and 
Gynaecological Society Meetings: 
15th October, 1954, 120 
19th November, 1954, 306 
17th December, 1954, 306 
2\st January, 1955, 472 
18th February, 1955, 646 
18th March, 1955, 646 
15th April, 1955, 649 
3rd June, 1955, 962 


Obitua 
Donaid Mcintyre (Sharman), 117 
Obstetricians under the National 
Health Service (Abstr.) (Bailey), 


306 

Obstetrics in a rural district (Lawrence) 
249; discussion, 

Oestrogen emulsion, local injection in 
uterine hypoplasia (Field- 
Richards), 205 

— therapy in missed abortion and 
labour (Martin and Menzies), 256 

Ovariectomy, effect on distribution of 
lipoid in genital tract of mature 
— guinea-pig (Nicol and Snell), 
1 


(Abstr.) 


Ovary  arrhenoblastoma 
962; 


(King), 962; (Leverton), 
(Stabler), 963 
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carcinoma arising in an endo- 
metrial cyst (Kumar, Anderson 
and Van Wyck), 375 
— — complicating pregnancy (Abstr.) 
(Steptoe), 647 
prognosis (Holman), 


—, effect of methylandrostenediol on 


(Selye), 364 
—, foetal, histochemical study 
(Leckie), 542 

tumours, _clinico- 


pathological study (Biggart and 
Macafee), 829 
genetic hazards (Rugh), 


—, succinic dehydrogenase and endo- 

genous reductase activity in, in 
pregnancy in rabbit (Foraker, 

Denham and Mitchell), 447 

—, theca cell, hyperthecosis syndrome 
”(Shippel), 321 

— tumour, malignant, na 
pregnancy (Abstr.) (Cochrane), 


Pelvimetry, antenatal radiological, 
assessment of value (Pimblett and 
White), 17 

Pelvis exenteration, _justifiability 
(Abstr.) (Newton), 120 

—, vertebral venous drainage (Jeff- 
coate), 244 

Perineum repair, conduct of delivery 
after (Hunter), 809 

— — operations, labour after 
(Averill), 421 

Phaeochromocytoma and pregnancy 
(Gemmell), 195; (Davies and 
Short), 203 

Physopyometra, case report (Walker 
and Pearson), 540 

Placenta, action during prolonged and 
dysfunctional labours, radioactive 
sodium study (Johnson and 
Clayton), 513 

— anomalies, correlation with spon- 
taneous abortion or premature 
separation (Torpin), 385 

—, circumvallate (Morgan), 899 

— foetal circulation, technique for 


demonstration (Crawford and 
Fraser), 896 
—, normally implanted, premature 


separation (Douglas, Buchman and 
Macdonald), 710 

— praevia, — of 200 cases 
(Grant), 49 

— separation, by 
injection (title only) (Wilson), 646 

Pneumonia, peptic aspiration, after 
obstetric anaesthesia, treatment 
(Hausmann and Lunt), 509 

Porphyria, acute idiopathic, compli- 
cating pregnancy (O’Dwyer), 437; 
discussion, 475 

Postmaturity, foetal haemoglobin and 
(Cottom), 945 

—, maternal hypertension 
(Martin), 111 
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48, 58 

— due to myometrial resistance to 
stretch 37 

— incidence, racial differences in Fiji 
(Bell and Wills), 917 

Pregnancy: Entries under this heading 

been kept to a minimum. 

Reference should also be made to 
associated conditions, e.g., Diabetes 

—after extensive myomectomy 
(Lennon), 638 

— after major thoracic surgery for 
tuberculosis (Murdoch), 954 

—, cervical, case report (McInroy and 
Kelsey), 428 

—, ectopic, early, conservative treat- 
ment (Lund), 70 

—, extra-uterine, advanced (Charle- 
wood and Culiner), 555 

—, Mono-amniotic twin (Parkin), 247 

—, multiple, mono-amniotic, five cases 
(Wilson), 605 

—, primary ovarian, with co-existent 
uterine gestation (Lawson and 
Chouler), 951 

—, secondary abdominal (Giffen), 560 

—, tubal, and tuberculous salpingitis 
(Davin-Power, O'Dwyer and 
Leslie), 957 

fertility after (Abstr.) (Bender), 


Pregnanediol, urinary, errors in deter- 


mination (Coyle, Mitchell, Russell 
and Paine), 291 
Presentation, 


--, shoulder (Abstr.) (Morris), 302 

Procidentia, vaginal carcinoma and, 
(Vartan), 922 

Prolapse, uterine, in elderly women, 
vaginal plug for (McCullagh), 599 

Protein ingestion by pregnant and 
non-pregnant subjects, effect on 
plasma amino-acid levels (Clemet- 
son and Churchman), 390 

Puerperium, recurrent arterial occlu- 

sion in (Abstr.) (Herd), 472 


Radiation, see X-irradiation 

Radium, intra-uterine, in simple 
uterine haemorrhage (Barr and 
Charteris), 187 

— therapy of ular and 
stump cancers uterine cervix 
(Maliphant), 367 

Reductase, endogenous, activity in 
rabbit ovary in pregnancy (Foraker, 
Denham and Mitchell), 447 

Resuscitation of newborn, si 
apparatus for (Wulfsohn), 612 


Salpingectomy or 
ectomy ? 
cussion, 306 

Salpingitis, tuberculous, tubal preg- 

nancy and (Davin-Power, O’Dwyer 

and Leslie), 957 


214; dis- 
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Sarcoma, endometrial, complicating 
cystic hyperplasia (Hughesdon and 
Cocks), 567 

Sodium, radioactive, in study of 
placental action during prolonged 
(Johnson and Clayton), 


aa fracture in pregnancy (Buckle), 


Spondylolisthesis in pregnancy, case 
report (Brown), 603 

Status epilepticus in pregnancy (Abstr.) 
(Herd), 649 

Sterility, Fallopian tube implantation 
in (Johnstone), 410 

Stillbirth rates, effect of delay in first 
stage of labour on (Ostry), 115 


—trends during last years 
(Douglas), 216 

Succinic dehydrogenase of 
rabbit ovary’ in 


regnancy 
Denham and Mitchell), 


Sulphadimidine, prophylactic, for pre- 
vention of urinary infection after 
repair operations (Champ), 


Surgery, pelvic reparative, parturition 

after (Averill), 421; (Hunter), 809 

Sweating, palmar, in pregnancy (Mac- 
Kinnon and MacKinnon), 298 

me variations in pregnancy (Mac- 
Kinnon and MacKinnon), 626 


Theca cell, ovarian, h 
syndrome (Shippel), 321 
Toad, see Xenopus 


Tocograph, multichannel external 
(Embrey), 1 

— effect on infant (Creamer), 

—, electroencephalographic study 
(Poidevin), 417 

—, renal cortical ischaemia and, 
experimental studies in rabbit 


(Franklin and Winstone), 29 
—, severe, conservative management 
(Barry and Quane), 504 


Triplets, mono-amniotic (Wilson), 605 

Tuberculosis, endometrial, full-time 
pregnancy after (Hallum and 
Thomas), 548 

—, —, post-partum (MclInroy and 
Craig), 106 

—, pelvic, diagnosis (Townsend), 404 

—, —, natural history on. 162 

—, pulmonary, major surgi treat- 
— pregnancy after (Murdoch), 

Tumour of the College 


of bstetricians and Gynae- 
301 

Twin pregnancy, mono-amniotic 
(Parkin), 247 


Twins, mono-amniotic (Wilson), 605 
—,—, with one blighted (White- 
house), 610 


Ulcers, oral and vulvar, with in- 
flammation of eye (Dewhurst), 
562; discussion, 646 

Urethra diverticulum in women (Nel), 


Urinary tract infection after vaginal 
repair operations, prophylactic 
sulphadimidine for (Champ), 924 

Uterus activity and electrical potentials 
during labour (Halliday and 
Heyns), 155 

— carcinoma, place of radiation 
therapy and of surgery in treat- 
ment (Kottmeier), 737 

— contractions, recording by new 
multichannel external tocograph 
(Embrey), 1 

—, effect of hydrogenated ergotoxine- 
group alkaloids on (Garrett and 
Embrey), 523 

— hypoplasia, local injection of 
oestrogenic emulsion in (Field- 
Richards), 205 

—, internal pressure, measurement 
during labour (Ingelman-Sundberg 
and Lindgren), 629 

— pseudo-didelphys, post-partum 
from (Whitehouse), 


(Abstr.) (Lister), 473 
—-— in pregnancy after previous 
inversion (Carlisle), 452 


Vagina carcinoma and procidentia 
artan), 922 

—, incarcerated foreign body in 
(Abstr.) (Herd), 650 

— nodules, hydatidiform mole and 
(Haines), 6 

— plug for procidentia in elderly 
women (McCullagh), 599 

— reconstruction, routine 
operative use of buffered acidified 
vaginal jelly (Browne), 928 

— repair operations, urinary infec- 
tions after, prophylactic use of 
sulphadimidine for (Champ), 924 

Vaginal vault rupture with eviscerat.on 
- vaginal hysterectomy (Scott), 


Vasopressor drugs 
(Abstr.) (Ti 965 

Version, external, a useful and desir- 
procedure (Abstr.) (Theobald), 


Vomiting, recurrent, in pregnancy, due 
to hiatus —— (Gordon), 259 

Vulva and oral ulceration with in- 
flammation of eye (Dewhurst), 562; 
discussion, 646 

—, Bowen’s disease of (Leckie), 288 

— neurilemmoma (Bryan), 949 


X-irradiation ovaries, genetic 
hazards 461 

Xenopus “vy breeding and care 
(Larkin), 67 
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Hysterosalpingography i in of 
genital tuberculosis, 993 

—, venous and lymphatic intravasa- 
* tion in, 1002 


Incision, transverse low abdominal, 
with detachment of recti from 
pubes, 494 

Inertia, spastic, adenosin-triphosphoric 
acid treatment, 982 

_-,—, hexamethonium treatment, 982 

Infant, effect of insulin coma therapy 
early in pregnancy on, 130 

causes in 4,000 deliveries, 


— — due to Rh sensitization, 488 

——, perinatal, management of 
labour and prevention of, 313 

——,—, trend of changes in causes,316 

_, newborn, fractures of extremities 
in, 987 

—, —, paediatrician’s care of, 661 

—,—, weighing over 9 pounds, 661 

—, premature, alevaire mist for reduc- 

tion of pulmonary complications 
in, 663 

—, —, care, 488 

Infertility, male, present state, 992 

—, varicocele in, 992 

Inflammation, pelvic, antibiotic treat- 
ment, 992 


Inflammatory disease, pelvic, penicillin 
injection treatment lea relation to 
sterility, 491 


Insemination, artificial, at tome, 137 

Insufflation, uterotubal, in occluded 
Fallopian tubes, 143 

—,—, interpretation of kymograph 
” oscillations during, 143 

—,—, simultaneous registration of 
’ oscillations with uterine and tubal 
contractions, 482 
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Insulin coma therapy 


early in preg- 
nancy causing foetal defects, 130 
Iron deficiency in pregnancy, 485 


—-, intravenous, in pregnancy 
anaemia, 313 

Isotopes, radioactive, in diagnosis and 
therapy, 972 


Kidney failure, acute, as obstetric 
complication, 485 


Labour course, effect of premature 
rupture of membranes on, 313 

— —, relation of condition of cervix 
at time of induction to, 486 

—, first stage, prolonged or arrested, 
hydergine treatment, 314 

— induction, analysis of cases, 131 

— — by continuous intravenous oxy- 
tocin, 486 

— — in cases with premature rupture 
of membranes, 659 

haemolytic 


— —, premature, in 
disease of newborn, 986 

_ 3 surgical, analysis of 1,585 cases, 

1 

—, influence of posture on uterine 
activity during, 131 

— management and prevention of 
perinatal mortality, 313 


— — in contracted pelvis, 131 

relief in, psychological study, 

—, pitocin drip with and without 
associated drugs in, 132 

—, position in, application of prin- 
ciples of physics to, 313 

—, premature, interruption by 
“Lutrexin”’, 982 

—, psychological aspects of uterine 
dysfunction in, 314 

—., time of onset in 92,590 cases, 130 

—, vaginal delivery in complicated 

clinical 


cases, 9) 
and chemical 
studies, 134, 315, 984 


Lactation, 

Le Fort procedure in partial colpo- 
cleisis, 

Leukaemia, acute, in pregnancy, 977 


Lung resection, pregnancy and, 979 
“Lutrexin” for interruption of pre- 
mature labour, 982 


Magnesium ion in management of 
eclamptogenic toxaemia, 484 
Maternal mortality in Philadelphia 
Lying-in Hospital, 661 
Melanoma of vulva, cytology, 995 
Membranes, premature rupture, in- 
duction of labour in, 659 
—,—-—, influence on course of 
M ‘ 
leningitis, tu in 
streptomycin treatment, 900 
due to hyperfolli- 
culinism, 99 
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Menopause, psychosomatic study, and 
treatment, 137 

Menorrhagia due to irregular shedding 
of endometrium, 489 

Menstrual cycle, urinary excretion of 
oestrogens during, 482 

effects of hormones on, 655 

——in roidism and sub- 


sequent post- py hypothyroid- 
ism, 490 

Menstruation, see also Premenstrual 
syndrome 

—, anovular, treatment, 490, 491 

—, physiology, 124 


—, vicarious, from post-hysterectomy 
vaginal vault endometriosis, 318 


Mephenesin in premenstrual syn- 
drome, 

Mercurochrome Trichomonas 
vaginalis, 994 


po feminizing, of ovary, 


Metabolic concept of gynaecological 
care, 488 

Methergen, oxytocic properties, 132 

Micturition, pharmacological effect of 
various drugs on, 319 

Milk, human, relation of age, physique 
and nutritional status of mother to 
yield and composition, 134 

Moniliasis, vaginal, 994 

Morphia in eclampsia, dangers of, 657 

Mucus, cervical, cyclical changes, 482 

Multiparity, grand, 125 

—, —, hazards of, 659 

“‘Myanesin”, see Mephenesin 

Myoma of vulva and vagina, 492 

om in hyperemesis gravidarum, 

Nephritis, chronic, in pregnancy, 130 

Obstetrics, nature and hazards in 
general practice, 971 

Oestrogens, urinary excretion during 
menstrual cycle, 482 

Odphorectomy, prophylactic, plea for 
conservatism, 670 

Osteoporosis, post- , 487 

Ovary, adeno-acan primary and 

— —_ no oma causing virilism, 

— carcinoma, treatment, 999 

— cyst, rupture in pregnancy, 980 

—, feminizing mesenchymomas of, 998 

— eee for surgical treatment, 


—, primary implantation into peri- 
toneum, 659 

— tumours, management, 

Ovum denudation by ‘Abrinolytic 
enzyme, 971 

Oxytocin, continuous intravenous, for 
induction of labour, 486 

Oxygen, high concentrations, and 
hyaline membranes, experimental 
study, 134 

Paediatrician, his part in maternity 
services, 661 


Pain in labour, causes, 660 

Palsy, cerebral, aetiology, 987 

Parametrium infiltration as clinical 
sign of endometriosis, 668 

— in anticipation of dystocia, 

4 

Pelvis, contracted, classification and 
prognostic value of index of 
superior strait, 970 

—, —, management of labour in, 131 

Penicillin injection in pelvic inflam- 
matory disease, 491 

— sensitivity, ‘““Tromexan” 
toma in, 665 

Perineum laceration, complete, ante- 
rior rectal wall advancement in, 670 

— —, —, methods of repair, 135 

Piridocaine hydrochloride for spinal 
analgesia in Caesarean and vaginal 
deliveries, 487 

Pitocin drip with and without associ- 
ated drugs in labour, 132 

Placenta as lactogogue, 315 

—, manual removal, modern con- 
cepts, 660 

— praevia and accreta, simultaneous 
occurrence, 485 

— —, lower-segment Caesarean sec- 
tion in, 985 

— —, radiological diagnosis, 656 

—, rupture of marginal sinus, 976 

— weight, ratio to foetal weight and to 

presence of infarction, 312 

Placentography in ante-partum 
haemorrhage, 127 

—, soft-tissue, clinical experiences, 656 

—,—,in diagnosis of placenta 
praevia, 656 

Poliomyelitis in pregnancy, 980 

Polyethylene in tuboplasty, 1001 

— catheter in tubal occlusion, 


haema- 


Posture, influence on uterine activity 
during labour, 131 
Potassium depletion and replacement 
in hyperemesis, 656 
— permanganate as abortifacient, 129 
— —, intravaginal, dangers of, 990 
Pre-eclampsia, compartmental distri- 
bution and shift of water and 
electrolytes in, 127, 974 
—, intravenous glucose administration 
in, 974 
: Entries under this heading 
ve been kept to a minimum. 
Reference should also be made to 
specific associated conditions, ¢.g., 
iabetes 
—, cervical, 980 
a " diagnosis, vaginal smear in, 655 
—, intra- and extra-uterine, coinci- 
dental, 980 
—, ovarian, after unilateral oophor- 
ectomy, 981 
—, prolonged, effects on mother and 
infant, 973 
_——-, for 389 days, 125 
psychological causes, 124 
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undiagnosed, hysterectomy 

and, 

Premenstrual syndrome, comparison 
of ethisterone, mephenesin and 
placebo in, 990 

——, relation to previous toxaemia 
of pregnancy, progesterone treat- 
ment, 12 

Presentation, occ : posterior, 133 

—, transverse, 98 

Primiparae, elderly, fertility after 
Caesarean section, 312 

Progesterone in premenstrual syn- 
drome and in toxaemia, 126 

Prolapse after hysterectomy, 141 

—, uterine, associated with cervical 
carcinoma, 996 

—, —, surgical treatment, 999 

—, —, vaginal hysterectomy in, 670 

—, utero-vaginal, conservative treat- 
ment by vaginal repair, 670 

Promethazine in hyperemesis gravid- 
arum, 656 

-- plasma, values in puerperium, 

Pruritus vulvae, intractable, treatment, 


989 
Pseudohermaphroditism, female, ad- 
renal hyperplasia and, 989 
Psychology of pregnancy and psycho- 
logical causes of postmaturity, 124 
Puerperium, circulation in, 976 
—, haemoglobin and plasma proteins 
values in, 983 


Radiography, intra-uterine, in deter- 
mination of foetal age, 483 

Rectum, anterior wall advancement, 
for complete perineal laceration 
and rectovaginal fistulae, 670 

Retinal detachment in toxaemia, 127 


Salpingostomy in sterility, 142 

Sarcoma, endometrial, 
pathological study of 
mixed tumours in, 493 

Shock, obstetric, due to defibrination 
of blood, 128 

Sodium, radioactive, in measurement 
of effective circulation of uterine 
wall in late pregnancy, 483 

Sperm, fertilizing capacity, biochemico- 
physical investigations, 992 

Stein-Leventhal syndrome, 991 

Sterility, anovulatory cycle and, 491 

—and pelvic inflammatory disease, 
491 

— in androgenital syndrome, cortisone 
and adrenalectomy in, 495 

—, psychosomatic aspects, 664 

Sterilization by puerperal tubal liga- 
tion, 1001 

— by tubal ligation, failures in, 670 

Stethography, foetal, 125 

Stilboestrol in large doses for pelvic 
endometriosis, 668 


clinico- 


Stillbirth due to Rh sensitization, 488 

Streptomycin in asymptomatic endo- 
metrial tuberculosis, 665 

— in tuberculous meningitis, effect on 
foetus, 980 

Stress incontinence, see Urine 


Temperature, basal body, effect of 
hormones on, 655 

Teratoma, foetal intracranial, causing 
dystocia, 314 

Testis physiology, 664 

— menstrual pattern in, 


Toxaemia, control in New Zealand, 126 

—,corticotrophin and _ cortisone 
therapy, 126 

—, eclamptogenic, magnesium ion in 
management, 484 

—, effects of hydration on urinary 
— and potassium excretion in, 


—,relation to later premenstrual 
syndrome, 126 

—, retinal detachment in, 127 

—, vaso-depressor drug therapy, 657 

—, vasodilator infusion therapy, 126 

Trichomoniasis, vaginal, ‘“‘aroxine” 
treatment, 317 

—,—, mercurochrome treatment, 994 

-, pathogenesis and treatment, 


“Tromexan” haematoma in penicillin 
sensitivity, 665 

Tuberculosis, endometrial, asympto- 
matic, streptomycin treatment, 665 

—, genital, diagnosis by hystero- 
salpingography, 993 

—, latent genital, 993 

—., pelvic, analysis of 19 cases, 665 

—, —, review of 31 cases, 492 

—, pulmonary, amenorrhoea in, 136 

—, salpingographic signs, interpreta- 
tion, 993 


Ulcer, peptic, course in pregnancy, 125 

—, recurrent oral and genital, with 
associated eye lesions, 489 

Umbilical cord blood, arterial and 
venous, alkali reserve and chlorides 
in, 487 

Ureter obstruction from  endo- 
metriosis, 668 

Urethra diverticula, 1003 

—, mucosal hyperplasia, pathology 
and clinical features, 671 

Urinary infection after vaginal surgery, 
chemotherapy, 143 

— — in girls, prognosis, 1003 

Urine incontinence, stress, in young 
nulliparous women, 1003 

——,—, paraurethral fixation for, 
494 

— secretion by foetus, 985 

Uterus activity in labour, influence of 
posture on, 131 
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Uterus carcinoma, radical hysterec- 
and pelvic lymphadenectomy 
in, 

— cervix, see Cervix uteri 

—, concurrent morbid conditions 
found at removal for  non- 
malignant affections, 492 

— contractions, effect of “hydergine” 
on, 982 

— —, simultaneous registration with 
tubal contractions and oscillations 
of utero-tubal insufflator, 482 

— corpus carcinoma, treatment, 997 

—, double, hemi-hysterectomy and 
parietal hysterosympexy of, 318 

—, fibroma, total or subtotal hyster- 
ectomy in treatment of, 318 

— inertia, psychological aspects, 314 

—, pregnant, gunshot wounds of, 125 

— rupture after accidental haemor- 
rhage, 975 

— rupture, association of fatal air 
embolism with, 486 

— —, practical points, 485 

— tumours, malignant, cytological 

—_ circulation in late pregnancy, 
measurement with 
sodium, 483 


Vagina, hydrogen ion concentration, 
determination with electronic re- 
cording machine, 489 

—, monilia infection of, 994 

— myoma, 492 

Vaginal smears in detection of - 
clinical cervical carcinoma, 66 

— — in diagnosis of pregnancy, 655 

follow-up study, 


Valvotomy, mitral, as emergency 
cedure at term, 658 a“ 


—, before and during pregnancy, 

Varicocele in subfertility, 992 

—of round ligament in pregnancy 
simulating inguinal hernia, 658 

Vaso-depressor drugs in toxaemia, 657 

Veratrum viride alkaloids, infusion in 
toxaemia, 126 

Virilism due to ovarian arrheno- 
blastoma, 493 

Vitamin E in pregnancy, 973 

planned attack on, 


— dermatoses, diagnostic and thera- 
peutic errors, 664 

— melanoma, cytology, 995 

— myoma, 492 

—, Paget's disease of, 665 


Wom, gunshot, of pregnant uterus, 
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ANDROGENIC THERAPY OF CHOICE 


Perandren 


Testosterone and derivatives 


‘Linguets’ 


methyltestosterone 
SPECIALLY FORMULATED AND 
DESIGNED FOR ECONOMICAL AND EFFECTIVE 


SUBLINGUAL ADMINISTRATION 


‘Crystules’ 
testosterone isobutyrate 


A SINGLE INTRAMUSCULAR INJECTION 
REQUIRING NO SPECIAL TECHNIQUE 


ENSURES ADEQUATE MAINTENANCE FOR SEVERAL WEEKS 


Ampoules Ointment and Gream Implants 


CIBA 


* Perandren’, ‘ Linguets’ and ‘ Crystules’ are trade marks. 
CIBA LABORATORIES LIMITED HORSHAM SUSSEX 
Telephone: Horsham 1234 Telegrams: Cibalabs, Horsham. 
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Furadantin* 


for urinary tract 
infections 


Furadantin is an antibacterial compound for the oral treatment of 
urinary tract infections only. Therapeutic concentrations up to 
400 mcg./ml. appear in the urine but blood and tissue concentra- 
tions are very small. The drug is effective against most organisms 
found in the urinary tract, including Proteus and Aerobacter, and 
some strains of Pseudomonas. 


Advantages 


@ Oral administration @ Broad antibacterial spectrum 
@ Action confined to urinary tract @ Only minor side-effects 


Furadantin, N-(5-nitro-2-furfurylidene)-1-aminohydantoin, is available as tablets 
of 50 mg. in bottles of 25. 


Further information on the use of Furadantin, or Diagnostic Tablets for bacterial 
sensitivity tests, will be sent on request. 


DUNCAN, FLOCKHART & CO., LTD. 
104-8, Holyrood Road, 155-7, Farringdon Road, 
EDINBURGH 8 LONDON, E.C.1 


% Furadantin is manufactured by a Registered user of the trade mark under 
licence from the Norwich Pharmacal Company (Eaton Laboratories Division.) 
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the Ortho Diaphragms 


THE HOUSE OF CHURCHILL 


A New Book Ready next month 
PROGRESS IN CLINICAL OBSTETRICS AND GYNAECOLOGY 


By T. L. T. LEWIS, M.B., B.Chir., F.R.C.S., M.R.C.O.G. 
90 illustrations. About 50s. 


Lr Edition. Revised by ALAN BREWS, M.D., M.S., F.R.C.S., By WILFRED SHAW, M.A., M.D., F.R.C.S., F.R.C.O.G. 
R.C.0.G. 


Third Edition. 4 plates and 235 text-figures. 22s. 6d. 
7 plates (12 coloured) and 378 text-figures. 52s. 6d. 


A SHORT TEXTBOOK OF MIDWIFERY 
By G. F. GIBBERD, M.B., M.S., F.R.C.S., F.R.C.0.G., 
New (Sixth) Edition. 199 illustrations. 


INFANT FEEDING AND FEEDING | THE PREMATURE BABY 


DIFFICULTIES 
: By P. R. EVANS, M.D., F.R.C.P., M.Sc., and RONALD By V. MARY CROSSE, 0.B.E., M.D., D.Obst.R.C.O.G., D.P.H. 
Mac KEITH, D.M., F.R.C.P., D.C.H. Third Edition. 18 illustrations. l6s. 


Second Edition. 66 illustrations. 12s, 6d. 


ANTENATAL AND POSTNATAL CARE 
By FRANCIS J. BROWNE, M.D., D.Sc., F.R.C.S.(Edin.), F.R.C.O.G., and J. C. MeCLURE BROWNE, M.B., B.S., F.R.C.S.(Edin.), F.R.C.O.G. 
Eighth Edition. 94 illustrations. 37s. 6d. 


RECENT ADVANCES IN OBSTETRICS AND | CANCER CYTOLOGY OF THE UTERUS 
GYNAECOLOGY | An Atlas of Cervical Pathology 
By ALECK W. BOURNE, M.B.. F. . FR.C.O.G., and 
LIE WILLIAMS, M.D., F.R.C.S., F.R. By J. E. AYRE, M.D. 


Eighth Edition. 92 illustrations. 27s. 6d. | 362 illustrations, many in colour. 


GYNAECOLOGY 
By DOUGLAS MacLEOD, M.S., F.R.C.P., F.R.C.S., F.R.C.O.G., and CHARLES D. READ, F.R.C.S., F.R.A.C.S., F.R.C.O.G. 
Fifth Edition. 551 illustrations, including 27 plates in colour. 80s. 


MEDICAL DISORDERS DURING | MALIGNANT DISEASE OF THE FEMALE 
PREGNANCY | GENITAL TRACT 


28 illustrations. 25s. 38 illustrations. 


TEXTBOOK OF GYNAECOLOGY 
By WILFRED SHAW, M.A., M.D., F.R.C.S., F.R.C.0.G, 
Sixth Edition. 4 coloured plates and 304 text-figures. 27s. 6d. 


BOOKS OF VITAL INTEREST 


DISEASES OF INFANCY AND | RECENT ADVANCES IN ENDOCRINOLOGY 
CHILDHOO Seventh Edition. By P. M. F. BISHOP, D.M., M.R.C.P. 
By WILFRID SHELDON, C.V.O., M.D., F.R.C.P. 34 illustrations. 30s. 
Seventh Edition. With 18 plates (5 in colour) and 213 text- 
figures. 50s. MAMMALIAN GERM CELLS 
RECENT ADVANCES IN PAEDIATRICS A Ciba Foundation Symposium 


By various authors 7 ad the editorship of DOUGLAS 54 illustrations. 30s. 
GAIRDNER, D.M., F.R.C.P. | 


117 illustrations. 42s. THE NORMAL CHILD: Some Problems of the 
MIDWIFERY First Three Years and Their Treatment 
A Textbook for Pupil Midwives By R. S. ILLINGWORTH, M.D., F.R.C.P., D.C.H. 


ALECK W. BOURNE, M.B., F.R.C.S., F.R.C.O.G., and 64 illustrations. 30s. 
MARY WILLIAMS, S.R.N., S.C.M., M.T.D. 


112 illustrations. 20s. BABIES AND YOUNG CHILDREN 


JELLETT’S SHORT PRACTICE OF Feeding, Management and Care 
MIDWIFERY FOR NURSES A New Book for Parents 


rad Edition. By Sir BERNARD DAWSON, K.B.E., M.D., } B M.D., F.R.C.P., D.C.H., and CYNTHIA 
R.C.0.G IGWORTH, M.B., M.R.C.P. 


places and 188 text-figures. es. and 50 text-figures. 18s. 


TWENTY-FIVE YEARS 
The Story of the Royal College of Obstetricians and Gynaecologists, 1929-1954 
By Sir WILLIAM FLETCHER SHAW, M.D., F.R.C.P., F.R.C.O.G., Hon.LL.D. 


J.& A. CHURCHILL LTD., 104 Gloucester Place, London, W.! 


v 


4 
| 
| 
30s. 
| 
105s. 
| 
=e 
q 
re 


The Effective Approach toVAGINITIS 


@ TRICHOMONAS VAGINALIS 
(P.S.S.—Penicillin, Sulphanilamide and 
Sulphathiazole) 


@ PRE- AND POST-OPERATIVE 


@ MENOPAUSAL VULVAL 
ATROPHIC STATES 
(Stilboestrol and Lactic Acid) 


@ SENILE VAGINITIS 
(Stilboestrol and Sulphathiazole+) 


Reference: *O’Sullivan, The Practitioner, No. 986. August 1950, pp. 144-5 
Packings: Pessaries in containers of 12, 50 and 100 
Other varieties include: Penicillin 5,000 i.u.; Ichthyol 5% and 10%; 
Lactic Acid 5%; Choleval 1%; Stilboestrol 0-5 mg. 


@ NON-SPECIFIC CERVICITIS 
@ MONILIA INFECTIONS 
PR U VAGOL @ VAGINAL THRUSH 


@ PRURITUS VULVAE 


Reference: McKay Hart & Hutton Brown. Brit. med. J., 11.10.1952, p. 813 
“Use of Fuchsonium Compound (Pruvagol) in Non-specific 
Cervicitis and Vaginal Thrush.”’ 


Packings: Pessaries in containers of 12, 50 and 100 
Cream in tubes with applicators and in hospital packs 


Tampovagan and Pruvagol may be prescribed on form E.C.10 


Literature and samples available on request 
CAMDEN CHEMICAL CO. LTD., 61 Grays Inn Road, London, W.C.1 


Sole Agents in South Africa : 


WESTDENE PRODUCTS (PTY.) LTD., 22-24 ESSANBY HOUSE, JEPPE STREET 
JOHANNESBURG 
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THE GREATER STRENGTH 

OF ETHICON CATGUT 
FURTHER REDUCES THE RISK 
_OF KNOT BREAKAGE 


Ethicon meets advancing surgical demands. 


@ Uniformity of gauge throughout the Jength 
of the suture. 


© Greater tensile strength during SbeorEtat: 


@ Prevention of ply separation im moist 
conditions. 


These characteristics are important 
to the surgeon: 


ETHICON | 


THICON SUTURE LABORATORIES BANKHEAD AVENUE, 
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EYELESS NEEDLED SUTURES 


Regd. 


SUTURES available with catgut, silk 
and silkworm gut etc. Ethicon Sutures 
are guaranteed for extra tensile strength 
and consistent gauging. : 
NEEDLES are always sharp, retain 
their shape. Improved flattened area 

- ensures better grip for needle holder. 
Full range available. 


UARANTEED ATTACHMENT 


FULL RANGE AVAILABLE 


MERSUTURES.. 
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“GIYINECOLIOGY of the 


AMERICAN ACADEMY of OBSTETRICS and GYNECOLOGY 
RALPH A. REIS, M.D., Chicago, Editor 


Published monthly—over 1,600 pages a year. Liberally illustrated, including 

colour plates. Handsome 7}” x 104”, 2 column format. A selected group of 

eminent teaching authorities makes up a working editorial board which plans 
this journal for busy practitioners. 


OBSTETRICS and GYNECOLOGY brings you every month, fresh new information, that 
can’t be found elsewhere, from leading centres by eminent authorities throughout the 


United States. 
Subscription rate $14 per annum. 


Published by 


PAUL B. HOEBER, Inc., Medical Book Department of Harper & Brothers 
49 E, 33rd STREET, NEW YORK 16, N.Y. 


‘HIBITANE’ 


NOTABLE 
FEATURES 


* sterility of 


when ‘fiberally, as 
Gardner’s skin test. 
* effect. 


* Excellent lubrication. 
Issued in wide-necked, bottles of «Al 
100 ¢.c. and 2 litres. ce of skin reactions. 


“Hisrrane’ Obstetric Cream 
contains the new I.C.I. anti- 
septic, ‘Hibitane’ (chlorhexi- 
dine), which possesses excep- 
tional antibacterial properties. 
The cream is pourable and can 
be readily removed after use by 
rinsing with water; it is also 

leasant to use and non- 
irritating to the skin and vaginal 
epithelium. Extensive use in 
large midwifery centres for 
nearly three years has produced 
no instance of skin sensitisation. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED, Fulshaw Hall, Wilmslow, Manchester 
Ph.601 A subsidiary company of Imperial Chemical Industries Limited 
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SERENITY 


in the 
menopause ... 


The menopause is a normal milestone 
in life, yet it is often accompanied by emotional 
disturbances with increased tendency to irritability 
and to disturbed harmony with friends and family. 
MIXOGEN tablets, by correcting 
endocrine imbalance, give rapid relief in the simplest and 


most economic way. 


dosage : |-2 tablets daily, 


reducing when possible. 

Each tablet contains 00944 mg. 
OESTROGEN-ANDROGEN SYNERGY of crystalline ethinyloestradiol 
B.P. and 3°6 mg. of -rystalline 
methyltestosterone B.P. Tubes 


Literature and sample on request. of 25 and bottles of 100 


ORGANON @) LABORATORIES LIMITED 


BRETTENHAM HOUSE LANCASTER PLACE LONDON: W.C.2 
Telephone : TEMple Bar 6785/6/7, 0251 /2. Telegrams : Menformon, Rand, Lorden. 
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The safest way 


urinary -tract infections 


MANDELAMINE tablets 


a urinary antiseptic of high potency that speedily brings 
infections under control. Side-effects are unusually rare and 
mild, rendering it especially valuable in chronic disorders. 


For cost to N.H.S., see latest M. & J. list sent out November, 1955 


MENLEY & JAMES, LIMITED 


COLDHARBOUR LANE, LONDON, S.E.5. Telephone : BRixton 785i 


* Mandelamine’ is the trade mark of Nepera Chemical Co., Ine. 


Obtainable in the Republic of Ireland 
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Something New in Gynaccotog ical 


Dosage is 
two tablets at night. 
2 mg. tablets in 
bottles of 60 and 500 


Management 


Effectively calms the tense and apprehensive patient, 
and is especially useful during the difficult pre- 
operative period. 
Exerting its action after 24 to 48 hours administra- 
tion, Rauwiloid induces a feeling of tranquil well- 
being, without impairing alertness. 
Because ‘“‘RAUWILOID” contains the drug’s 
known active principles, including the sedative 
alkaloids reserpine and rescinnamine—it is the 
Rauwolfia preparation of choice. It is accurately 
standardized by weight and is free from inert matter 
and undesirable substances—for example, alkaloids 
of the yohimbine group—known to be present in 
the crude drug. 
The sense of well-being has been described as 
“quite real, and perhaps the most easily identifiable 
effect of the drug.” (Rauwolfia Serpentina). 

Wilkins, R. W., and Judson, W. E. New England 

J. Med., 248:48 1953. 

“superior to phenobarbital in its ability to decrease 
anxiety and improve the sense of well-being, with 


very little soporific effect.” 
Ford, R. V., and Moyer, J. H., Amer. Heart J. 46:754 1953. 


RIKER LABORATORIES LTD 
Regd. Users of the trade mark “RAUWILOID”™ 
LOUGHBOROUGH LEICS 
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For the prevention and treatment of 


post-partum haemorrhage 


NEO-FEMERGIN 


Neo-Femergin is a combination of 
Ergometrine Tartrate and Ergotamine Tar- 
trate B.P., presented in the form of tablets, 
oral solution, and ampoules (for intra- 
venous or intramuscular injection). 


Neo-Femergin combines the rapid but 
transient effect on the uterus produced by 
ergometrine with the prolonged action of 
ergotamine. 


TABLETS AMPOULES 


ORAL SOLUTION 


Literature and samples available on request 


DOZ 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, W.1 
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AMERICAN JOURNAL OF 
OBSTE/TRICS AND GYNECOLOGY 


Representing 
THE AMERICAN GYNECOLOGICAL SOCIETY, 
THE AMERICAN ASSOCIATION OF OBSTETRICIANS, 
GYNECOLOGISTS AND ABDOMINAL SURGEONS, 
AND TWENTY-SIX OTHER SOCIETIES 


Editors 
H. C. TAYLOR, JR. 


W. J. DIECKMANN 


Advisory Editor 
G. W. KOSMAK 


Because it is the American Journal devoted exclusively to Obstetrics and Gynaecology, 
this Journal, alone, offers you complete coverage on all the developments constantly being 
made in these fields in America. Abstracts of the important literature from all parts of 
the world are published. Most of the outstanding medical schools in the United States are 
represented on the editorial board, which consists of forty-two of the leading teachers and 


practising specialists in America. 


The two volumes published annually contain approximately 2,200 pages and have about 
500 illustrations. They constitute a complete record of progress and achievement for the 


period 


Published Monthly. Annual subscription £6 5s. 0d. per annum, post free; single copies, 15s. Od. 
THE C. V. MOSBY COMPANY, PUBLISHERS, ST. LOUIS 
AGENT FOR GREAT BRITAIN 


HENRY KIMPTON — MEDICAL PUBLISHER 
25 Bloomsbury Way, London, W.C.1 


Tindall and Cox | 


STERN AND BURNETT 


A MODERN PRACTICE OF 
OBSTETRICS 


by D. M. Stern, M.A., M.B., B.Ch., F.R.C.S., F.R.C.O.G., 
aud C. W. F. Burnett, M.D., F.R.C.S., F.R.C.O.G. 


An eminently practical text book by the Obstetric and 
Gynaecological Surgeons, West Middlesex Hospital, 
based upon 16 years’ experience and 50,000 deliveries. 
Normal pregnancy and labour and the commoner 
abnormalities are fully discussed and ably illustrated 
by line drawings. Chapters are included on obstetrical 
operations, prevention of infection, radiology, manage- 
ment of diseases and abnormalities of the new born, 
and maternal and foetal mortality. There is a glossary 
of obstetrical terms. 


viii + 248 pages, 140 illustrations. 
Price 35s., postage Is. 3d. 


- 


BECK AND ROSENTHAL 


OBSTETRICAL PRACTICE 
by Alfred C. Beck, M.D., and Alexander H. Rosenthal, M.D. 


This book by tre Professor Emeritus of Obstetrics 
and Gynaecology and the Clinical Associate Professor 
of Obstetrics and Gynaecology, State University of 
New York, presents all the essentials of obstetric 
practice. The mechanism of labour has been given 
detailed consideration and many drawings show the 
various steps involved in each stage of labour under 
normal and abnormal circumstances. A large portion 
of the text is also devoted to consideration of the effect 
of pregnancy on the commoner medical and surgical 
diseases and their effects on the products of conception. 


Sixth edition, 1,066 pages, 1,000 figs. 
Price 91s. 6d., postage 2s. 


7-8 Henrietta Street, 


London, W.C.2 


—— 
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No case 
is too difficult 


for SPENCER 


INDIVIDUAL 
DESIGNING 


The patient shown here is an example of Spencer’s effectiveness in meeting complicated support 
requirements. Nineteen months before these photographs were taken spinal fusion for spina bifida 
was performed extending from L-3 to S-3. Sixteen months after surgery, the patient was presented 
at the clinic, three months pregnant. Spencer Designers were asked to design a support to provide 
maternity abdominal support with rigid back to continue support of the spinal fusion during 
pregnancy. 

The patient was six months pregnant at the time these photographs were taken. She had worn the 
Spencer Support shown steadily for three months, adjusting it in bed before getting on her feet and 
never standing without it. She stated she was comfortable and able to carry out her household duties. 
The reason for Spencer’s effectiveness is this: Each Spencer Support is designed-to-order, cut and 
made to meet the medical indications of each patient. Prescribe Spencer with confidence! 


For further information write to— 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
SURGICAL AND ORTHOPAEDIC SUPPORTS 
Spencer House : Banbur : Oxfordshire 


Tel: Banbury 
BRANCH OFFICES : 
LONDON: 2 South Audley Street, W.1 Tel: GROsvenor 4292 
MANCHESTER: 38a King Street, 2 Tel: BLAckfriars 9075 
LIVERPOOL: 79 Church Street, 1 Tel: ROYal 4021 


LEEDS: Victoria Buildings, Park Cross Street, | (Opposite Town Hall steps) 
Tel: Leeds 3-3082 


BRISTOL: 44a Queens Road, 8 Tel: Bristol 24801 
GLASGOW: 86 St. Vincent Street, C.2 Tel: CENtral 3232 
EDINBURGH: 30a George Street, 2 Tel: CALedonian 6162 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
Trained Spencer Retailer-Fitters resident throughout the Kingdom: name and address 
of nearest Fitter supplied on request 
Copyright 5,.0.G.12/55 
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“The Iron given parenterally was absorbed from the 
intramuscular site and utilised.’”' 


“Utilisation for haemoglobin production was extremely good.’? | 


“In every patient a satisfactory rise in the haemoglobin took 
place.’ 


“... all the patients in the series developed a vigorous sense 
of well-being which contrasted very strikingly with their 
previous chronic ill-health.’ 


“From the present series it appears that this new iron-dextran 
complex is a notable advance in the treatment of the iron- 
deficiency of pregnancy.’ 


1. LANCET, 1954, 2,942. 2. B.m.J., 1954, 2, 1257. 3. B.M.J., 1954, 2,1255. 4 LANCET, 1954, 2, 1245. 


AMPOULES 2 ml. (100 mg.Fe) boxes 10 and 100 
AMPOULES 5 m1. (250 mg.Fe) boxes 5and 50 
FULLY-DESCRIPTIVE LITERATURE, 
including dosage Calculator, on request. 
A Technical Information Service is at 
your disposal. 
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TECHNI QUE “It was obvious during this study that the skill and 
care of the person giving the injections does much to minimise 
local discomfort and staining, and it is significant that only 
two patients failed to attend for further injections.” 
(LANCET, 1954, 2, 1245). 


IMFERON IS THE FIRST EFFECTIVE IRON PREPARATION 
FOR INTRAMUSCULAR INJECTION 


IT PROVIDES the rapid, reliable response of an order hitherto 
only obtainable with intravenous preparations; and it takes 
much less time to administer. 

IMFERON Is indicated for the patient who is refractory to, or 
intolerant of, oral iron; and when a rapid response is required, 
as in anaemia of pregnancy. 


TRADE MARK 


A 


BENGER LABORATORIES LIMITED » HOLMES CHAPEL - CHESHIRE 


PRODUCT 
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I§ years of clinical opinion 


supports the use of vaginal tampons 


Why 
applicator? 


The function of the applicator in insertit.y the tampon at the upper 
end of the vaginal tract is of the greatest importance. It eliminates 
any handling of the highly-compressed soft surgical cotton, and en- 
sures comfort and steady absorption. The correct position of the 
internal tampon avoids contact with both anal and urethral sources 
of contamination. Tampax tampons are simply and hygienically in- 
serted in correct proximity to the cervix by means of a disposable 
‘applicator’ tube, only ~” diameter. The applicator is an integral 
part of tamponage and, therefore, results in a definite improvement 


in menstrual hygiene. 


TAMPAX 


SSUED BY THE MEDICAL DEPARTMENT, TAMPAX LIMITED, BELVUE ROAD, NORTHOLT, GREENFORD, MIDDLESEX 
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THIS WOMAN issuffering from toxaemia 
of pregnancy. Oedema has made the 
wedding ring difficult to remove. A clear 
case for 10% salt-free DEXTRAVEN, the 
optimal fraction dextran. 

DEXTRAVEN reduces the oedema, 


promotes diuresis. These effects, to- /7 


gether with a lowered blood pres- 
sure, were particularly observed in 
a series of cases treated with 10% 
salt-free dextran.!. 


ACTA OBST. GYNEC, SCAND,. 1950, 30. supp). 6. 


A clear case for DEXTR AVEN:: 


BENGER LABORATORIES LIMITED- HOLMES CHAPEL. CHESHIRE 


3 (Rev? 
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DEXTRAVEN is stable indefinitely 
under all climatic conditions—no spec- 
ial storage precautions are necessary. 


10% SALT-FREE DEXTRAVEN is also 
recommended for the treatment of 
nephrotic syndrome.2 


FULLY DESCRIPTIVE literature is 
available and a Technical In- 
formation Service is always at 
your disposal. 


BRIT. MED. J., 1954 1, 89%. 


FREE 
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Pregnavite 


A vitamin-mineral supplement designed to ensure that the special 
nutritional requirements of pregnancy are adequately supplied. 


Dispensing packs of 1,000. Basic price to N.H.S. 1,000 tablets 32/9. 
VITAVEL SYRUP for children BEMAX for all ages 

regular dosage is no problem the richest natural vitamin- 

when a vitamin supplement protein-mineral supplement, 

tastes as temptingly as a suitable for all cases of 

VITAVEL SYRUP. debility. 

Basic Price \ 6 ff. ozs. 216 “ 

toNHS. | fA. ozs. 16)- plain and chocolate-flavoured 


ty) | VITAMINS LIMITED | (DEPT.cs) UPPER MALL, LONDON. W.6 
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GUARDIAN OF MATERNAL WELL-BEING 
| 
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When Urolucosil is given to a patient with a 

B. coli infection of the urinary tract, he should be told to 
drink as little fluid as possible and in any case not more 
than three pints a day. With Urolucosil, increased 

fluid intake is not only unnecessary, but undesir- 

able. The amount of sulphonamide present is 

rapidly excreted, almost entirely in an 

active non-acetylated form. 


ACTIVE CONSTITUENT: Sulphamethizole PACKING: 100 mg. 
tablets in bottles of 25, 250 and 1,000. Price of 250 tablets to 
chemists is 21/8, SI.V. Poison. Purchase Tax exempt. 


UROLUCOSIL 
Warner preparation has ever been advertised to the public. 
LIAM R. WARNER & Co. Ltd., Power Road, London, W.4. 
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Post partum Hemorrhage 


IN 1953 a series of 1,000 cases demonstrated that the use of 
intravenous crgometrine reduced the incidence of post partum 
haemorrhage from 13.1% to 1.2%. 
A recent report has shown that intramuscular ergometrine with 
hyaluronidase administered by midwives acting alone at the 
time of delivery 

' reduced the incidence of the post partum hcemorrhage 

from 6.4% to 0.9%; 

2 did not appreciably influence the manual removal rate; 

3 lessened blood loss; 

4 shortened stage III. 


THE RECOMMENDED DOSAGE was 0.5 mg. ergometrine com- 
bined in the hypodermic syringe with the contents of 1 ampoule 
of ‘Hyalase’ available for injection into the thigh at the 
moment of crowning or delivery of the foetal head. In all, 
2,002 cases were investigated. 


Further information is available on request. 


BRIT. MED. 1953, 1,654. 1BID, 1953, 1, 1108. (BID, 1954.2, 130. 


Hyalase.... 


HYALURONIDASE 


issued in ampoules containing |,000 
Benger units in boxes of 5, 20 and 100. 


A *RODUCT BENGER ) ABORATORIES 


BENGER LABORATORIES LTD - HOLMES CHAPEL - CHESMIRE - ENGLAND 
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The NEWSharman’s 
Kymographic Tubal 
Insufflation Apparatus 


This apparatus for recording a graph of 
insufflation has now been produced in an 
improved and simplified form. The whole 
control is now obtained by means of a single 
4-position flow control valve instead of the 
two infinitely variable valves previously 
fitted. The two rates of flow available for 
insufflation are accurately pre-set during 
manufacture. The improved valve design 
ensures consistent operation over long 
periods. The CO, storage cylinder capa- 
city is sufficient for a large number of 
operations without changing. Made with 
traditional care, finished in black leather- 
ette with glossy grey instrument panels 
and supplied with a spare carbon 
dioxide cylinder and charts. 


KELVIN & HUGHES (INDUSTRIAL) LTD - 2 CAXTON ST : LONDON - §.w.1 


60-72 KELVIN AVENUE, HILLINGTON, GLASGOW, S.W.2 
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LIL-LETS 


the new vaginal tampon 


without applicator 


A tampon which has been successfully marketed on the Continent 


during the last five years has now become widely accepted in this 


country under the name LIL-LETS. 


Following extensive clinical trials, LIL-LETS have won the support of 


leading gynecological opinion. Samples will gladly be sent on request. 


LIL-LETS have these main advantages: 


LIL-LETS need no applicator. By inserting 
the tampon with the fingers, the risk of 
bruising is eliminated. 
LIL-LETS assist personal hygiene. At 1/6 for 
10 they are so much cheaper than other 
leading tampons that women will be 
encouraged to change them often. They are 
easily carried about and easily disposed of. 


LIL-LETS are highly absorbent. They absorb 
almost ten times their own weight in moisture 
and swell sideways, not lengthways. They 
are, therefore, really safe. 

LIL-LETS are individually wrapped. Each 
tampon is sealed in a transparent cover. 
There is no risk of soiling or infection when 
it is carried loose. 


LILWETS 


suite & NEPHEW LTD 


WELWYN GARDEN CITY 


HERTS 
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PREGNANCY: meeting the inevitable iron deficiency 


Progressive inroads are made on the 
maternal iron stores during pregnancy. 
The demand made is greatly increased 
during the third trimester, and there is 
little doubt that the exposition of a 
suitable form of iron is of definite 
clinical value. FERROMYN meets these 
important demands because it affords 
maximum bivalent iron from a mini- 
mum of ferrous salt, does not cause 
alimentary upset, has a high utilisation 
factor and will maintain a satisfactory 
haemoglobin level throughout term. 


FERROMYN is supplied in four forms: FERROMYN 
TABLETS Each tablet contains : Ferrous Succinate 
150mgm. ELIXIR FERROMYN Each teaspoonful 
contains : Ferrous Succinate 150 mgm. FERROMYN 
‘B’ TABLETS Each tablet contains: Ferrous Succin- 
ate 150 mgm. Aneurine Hydrochloride 1 mgm. 
Riboflavin 1 mgm. Nicotinamide 10 mgm. 

ELIXIR FERROMYWN ‘B’ 
Each teaspoonful contains : 
Ferrous Succinate 150 mgm. 


mgm 
Nicotinamide 10 mgm. 


CALMIC LIMITED, CREWE. Phone Crewe 3251-5 LONDON: 2 Mansfield St., W.1, Phone LANgham 8038-9 


. . . leadership in oral-iron therapy 
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Effective against both Trichomonas 
and Monilia 


penotrane 


TRADE mate 


The powerful tricho- PHENYLMERCURIC DINAPHTHYLMETHANE DISULPHONATE 
monacidal and 
cidal properties o 
elidel _peopertion of in vaginal therapy 
present the greatest advantage in the treatment of vaginal 
discharge, particularly trichomonal vaginitis and moniliasis. 
PENOTRAN Eis also strongly bactericidal and it deeply 
etrates the vaginal mucosa. Both the Pessaries and Vaginal 
are buffered to approximate the normal vaginal acidity. 


INDICATIONS : AVAILABILITY : 

*% Vaginal Discharge due to - PENOTRANE Applicator Sets—containing Penotrane Vaginal 
trichomonal, monilial and Cream and disposable applicators. 
coccal infections. PENOTRANE Aqueous Solution—Bottles of 100, 500 and 2,000 c.c. 

% Pruritus Vulvae. PENOTRANE _Jelly—Tubes of 1 oz. 

% Obstetrical Lubrication. PENOTRANE Pessaries—Cartons of 15 and 100. 

PENOTRANE Powder—Polythene Insufflating Containers. 
Disinfection. PENOTRANE. Tincture—Bottles of 15, 100, 500 and 2,000 c.c 


Literature and professional samples on request. 


sm, WARD, BLENKINSOP & CO., LTD. 


YORK HOUSE, 37 QUEEN SQUARE, LONDON, W.C.1 
Telephone: HOLborn 5992/6 (5 lines) Telegrams: Duochem, Westcent, London 
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Essential Iron 


Iron is essential for blood formation and inevitably forms the 
foundation in the treatment of all types of hypochromic microcytic anemia. 
PLAsTULES Hematinic Compound is a reliable source of this essential iron. 

The palatability of the capsules and the readiness of absorption of 
the contained ferrous salt renders the preparation a potent 
weapon in the treatment of all iron deficiency anamias. 

Two or three capsules daily raise the hemoglobin 7—10% each 
week until the normal blood level is attained. 
PLaAsTuLes Capsules are presented in four varieties : Plain, with 
Liver Extract, with Hog Stomach and with Folic Acid. 


PLASTULES 


HZMATINIC COMPOUND 


The word ‘ Plastules’ is a registered trade mark of 
JOHN WYETH & BROTHER LIMITED, 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.I 
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“. . . @ mixture of the male and female hormones was more 
efficacious than cestrogen alone.” Brit. Med. Journ. 1953 (July 25), 2.214 


The association of methyltestosterone and ethinyleestradiol in 
Mepilin produces a more complete response in the treatment of 
menopausal disorders than can be obtained by the use of oestrogens 
alone. An increased feeling of confidence and well-being is pro- 
duced which is both mental and physical. 

The presence of methyltestosterone enables a reduction in 
oestrogen dosage to be made; thus undesirable side effects such as 
breast turgidity and pelvic congestion are avoided and the risk of 
withdrawal bleeding is reduced. 


*MEPILIN’ 


TRADE MARK 


TABLETS & ELIXIR 


Each teaspoonful (4 ml.) of Mepilin Elixir and each Mepilin Tablet 
contains ethinylestradiol 0.01 mg. and methyltestosterone 3 mg. 


~ = 


*MEPILIN’ TABLETS. Bottle of 25 at 4/4 and 100 at 13/6. 
*MEPILIN’ ELIXIR. Bottle of 4 fl. oz. at 6/- and 20 fl. oz. at 23/- 
Basic N.H.S. prices. 


= 


DOSAGE: Menopause and geriatric conditions: 
average cases — 3 tablets or 3 teaspoonfuls daily. 
Premenstrual tension and dysmenorrhoea — 2 
tablets or 2 teaspoonfuls daily from roth to 22nd 
day of the menstrual cycle. 


Literature and specimen packings are available on request 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 
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following cervical caufery 
following vaginal plastic procedures 
in routine postpartum care 


Sulphathiazole 
N’Acetylsulphanilamide 
N’B 


with Urea peroxide in a highly absorptive cream bese 


in vaginal therapy... 
) > 
| 
Ortho Pharmaceutical Limited 
High Wycombe - England | 


is 


CI-JEL: HIGHLY BUFFERED ACID VAGINAL JELLY (pl.4.0) 


promptly 
er restores and maintains 
ee vaginal acidity 
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Asphyxia in the 
newborn 


‘Lethidrone’, the very rapidly acting 
antagonist of pethidine, morphine and 
pharmacologically similar drugs, can be used 
to avert the risk of respiratory depression 
caused by these drugs in the newborn. 

Two products are available : 


‘Lethidrone’ brand Injection of Nalorphine 
Hydrobromide, containing 10 mgm. in | c.c., 
which has proved valuable as an antidote 
in cases of narcotic poisoning. It may be 
administered to the mother some ten minutes 
before the expected time of delivery. 

“Lethidrone’ brand (Neonatal) Injection of 
Nalorphine Hydrobromide, containing | mgm. 
per c.c.; this product is for injection into 
the infant immediately after delivery. 


These preparations enhance the usefulness 
of opiates in obstetrics by permitting more 
adequate maternal analgesia. They also allow 
more latitude in premedication for cesarean 
section, and, in eclampsia, obviate the risk 
of foetal depression due to full sedation with 
morphine. 


‘Lethidrone”.. 


Injection of Nalorphine Hydrobromide 


Ampoules containing 10 mgm. in | c.c. 
Boxes of 6 


‘Lethidrone’.. (Neonatal) 


Injection of Nalorphine Hydrobromide 


Rubber-capped bottles containing 5 mgm. 
in 5 c.c. 


BURROUGHS WELLCOME & CO. (tue weicome rounpaTion LONDON 
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what 


Keep off your knees . . . don’t eat pickles... 


don’t smoke too much...don’t, don’t, don’t. 


But one thing the 
expectant mother should do 


. .. She should take her vitamins A & D. These vitamins 
not only smooth the way for a trouble-free pregnancy; 
they promote strong natural resistance to infection. 

So simple to take too—normally one Adexolin Capsule | 
daily is sufficient during pregnancy and lactation, par- d 
ticularly important during the winter months. Not 
that Adexolin is for expectant and nursing mothers 
alone. It is a logical supplement for every young 
child as well—for daily Adexolin puts protection into 
diet and promotes strong skeletal growth. 


ADEXOLIN 


Trade Mark 


puts protection into the diet 


LIQUID: 12,000 units vitamin A, 2,000 units 
vitamin D. }-0z., and 2-0z., botiles 


CAPSULES: 6,000 units vitamin A, 1,000 units 
vitamin D. quantities of 25 and 100. 


GLAXO LABORATORIES LTD, GREENFORD, MIDDLESEX BYRON 3434 
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